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TRANSACTIONS 

OF THE 

Philadelphia Obstetrical Society. 



VARICOSE VEINS OF THE VULVA COMPLICATING 
PREGNANCY; DERMOID CYSTS.* 

By Wilmer KruseNj MD., Philadelphia, Pa, 

A varicose condition of the veins of the lower extremities, vulva, 
vagina, and inferior part of the rectum is quite common during the lat- 
ter part of gestation ; and it is only when such a dilatation of the vessels 
becomes excessive, or when some accident occurs producing rupture 
that marked symptoms or serious consequences result. The gravid 
uterus, by its pressure upon the vehis, causes a retardation of blood in 
the vessels, which gradually become elongated, dilated, tortuous and 
thickened. The labia majora ar^ .usually most affected, and the size 
may vary from a merely perceptible increase in the normal venous cal- 
ibre to a mass as large as a fcetal head, as in the case reported by 
Holden. No annoyance results ofdinarily, although many women c<oti- 
plain of an uncomfortable feeling of weight while in the erect position, 
and sometimes of an itching'6r slight desire to urinate. 

The recognition of the condition is comparatively easy, the swollen 
labia with the compressible, dilated blue veins, which can be distinctly 
seen and felt beneath-the skin, resembling a convoluted mass of angle- 
worms. The chief danger is rupture during pregnancy or labor, giving 
rise to either a subcutaneous or frank haemorrhage of alarming char- 
acter. However, this is rare, as "the same relaxed condition of the tis- 
sues which permits such varicosities seems to safeguard the perinseum, 
which is usually relaxed, from lacerations. These patients, therefore, 
Read. Pot Discussion, see page 8, 
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will as a rule escape serious accidents unless the oncoming head be 
very large." (Damall.) 

Occasionally a fatal result has ensued, as in a case reported by 
Cazeauxand Tarnier ("Text-Book of Obstetrics"), in which the patient, 
a pregnant woman in other respects in good heaUh, attempted to leap 
from her bed and fell upon the edge of a chair, striking the vulva ; a 
haemorrhage so severe as to prove fatal in a short time was the result. 
At the autopsy, the only lesion which could be discovered was a con- 
tused wound about half an inch in length upon the external surface of 
the left internal labium ; and water injected into the primitive iliac vein 



Varicose Veins of the Vulva. 

escaped rapidly from this little wound. Had the cause of haemorrhage 
been discovered as soon as the accident occurred, the effusion could 
have been certainly stopped by direct pressure. 

The treatment to be employed during gestation is the use of astrin- 
gent lotions and vulvar pads kept in position by the ordinary T bandage 
or an elastic bandage. The patient should be cautioned to wear her 
clothing loose, having no constricting bands at the waist. Rest in the 
recumbent position for a few hours daily is advisable. Lifting, strain- 
ing and constipation should be carefully avoided, and the general health 
and muscular tone of the patient be promoted by tonic treatment. 
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If rupture should occur, the haemorrhage may be temporarily con- 
trolled by pressure; but as bleeding is apt to recur when the pressure 
is removed, the direct ligation of the vessel or ligature en masse is 
advisable. Unusual anxiety is felt and extraordinary care is exercised 
during labor, and every effort is made<to prevent any laceration of the 
soft parts with consequent haemorrhage. 

This illustrative case is reported, not because of the rarity of the 
condition, but because of the unusual size of the varicosities. The 
patient was a multipara of about thirty years, who consulted her physi- 
cian for the remarkable vulvar enlargement durii^ the seventh month 
of gestation. The customary warnings and directions were given and 
the case watched until the pregnancy terminated. Labor was easy andl 
absolutely normal, no dystocia was caused by the patholc^cal condition, 
and in a few weeks the vulva had returaed to a normal size and appear- 
ance. 
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THE CONSIDERATION OF THE METHODS OF H^MO- 
-:. . STASIS IN ABDOMINAL SURGERY.* 

By E. E. Montgomery, M.D., Philadelphia, Pa. 

The evolution of abdominal surgery presents many subjects of the 
greatest interest to one interested in its development. From its origin, 
one of the most important considerations was the means for the control 
of hasmorrhage. As we study its evolution we witness the practice of 
various methods. McDowell ligated the pedicle, left the ligature long, 
and brought it without the wound, to be subsequently withdrawn. Na- 
than Smith early resorted to the animal ligature, using strips of kid. 
At the time I began the practice of abdominal surgery, the surgeons 
were just returning to the ligature from the use of the clamp upon the 
pedicle, as it had been employed by Atlee, Peaslee, and Spencer Wells. 
The ligation was being enthusiastically advocated by Lawson Tait, who 
was then appearing upon the horizon as an abdominal surgeon. Keith 
was employing the hot iron to the stump instead of the ligature. In 
recent years the ligature has been almost continually employed upon 
the pedicle after ovariotomy, but a great variety of ligatures, as silk, 
catgut, kangaroo, tendon, muscular tendons, silver and iron wire, have 
been employed. Many have been the methods for rendering the liga- 
ture sterile and inert. The greatest difficulty in the control of haem- 
orrhage was exhibited in the operations upon the uterus for fibroid 
growths. The earlier operations consisted in the amputation of the 
organ through the cervix using the latter as a pedicle. It was ligated 
€n masse and occasionally dropped back, but unless the ligation was 
<lone with the elastic ligature, hsemorrhage subsequently was not infre- 
Read. For Discussion, see page 13. 
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quent. The elastic tissue of the uterine structure, the portion externa; 
to the ligature would shrink, permitting h<emorrhage to recur, and 
where the pedicle had been dropped it might be very severe before it was 
rcognized. Where the elastic ligature was employed, not infrequently 
the stump external to the ligature would become devitalized and slough, 
forming a source of infection perilous to the life of the patient. The 
danger of haemorrhage was thought to be avoided by the use of the 
shoemaker stitch, as practiced by Marcy. When ligated the peritonaeum 
was covered over the stump, and the latter dropped back. In firm liga- 
tion of the stump this sometimes sloughed, increasing the danger. In 
1880, when I performed my first hysterectomy, the use of the clamp 
was the recognized method of procedure. Even those, who, like Tait, 
advocated the ligature for the ovarian pedicle, were equally positive in 
their assertion that the clamp should be used on the uterine pedicle. 
The pedicle was brought out at the lower angle of the wound. It required 
to be supported by strong pins passed in such a way as to rest upon the 
abdomen. These frequently made great pressure upon the skin, par- 
ticularly when the pedicle was short. It required careful union between 
the peritonaeal surfaces of the stump and the parietal peritonaeum in 
order to prevent the entrance of infection into the abdominal cavity. 
The external portion of the stump necessarily must slough off, thus de- 
creasing very greatly the ability to keep the wound an aseptic one. The 
convalescence of the patient was necessarily slow. It was followed by a 
weakened ventrum, greatly increasing the danger of subsequent hernia. 
These objections to the procedure naturally led to various attempts to 
obviate the necessity of treating the pedicle externally. About the same 
time Eastman and Mary A. Dixon-Jones advocated hysterectomy, and 
Baer, Goffe and others resorted to the amputation of the uterus below 
the internal os, while the uterine artery was ligated upon each side and 
the stump covered with peritoneeal flaps. These methods of procedure 
marked a wonderful improvement upon those previously pursued. In 
these operations the broad ligaments were ligated and the ligatures 
placed in non-elastic tissue so that haemorrhage was less likely to occur. 
In either method, however, the use of at least four ligatures was re- 
quired. These ligatures, when of silk or material which is likely to 
remain in the body without destruction for a length of time, were fre^ 
quently found to be capable of causing serious disorder and the develop- 
ment of inflammatory masses resulted which frequently broke down in 
suppuration. I have seen stich abscesses occur three or four years sub- 
sequent to the operation. Such occurrences were particularly frequent 
where the thick, heavy-braided silk was employed. Where silk ligatures 
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are used they should be as fine as is compatible with secure ligation of 
the pedicle. But silk ligatures are with difficulty maintained in an 
aseptic condition, particularly where the operation is done through a 
septic field. When infected they continue a source of irritation, causing 
the development of an abscess or sinus which remains tmtil the infected 
ligature is removed or has been thrown ofiE, The occurrence of such 
a condition is naturally considered a reflection upon surgery and has 
led to various attempts to avoid its possibility. As a consequence the 
animal ligature became employed. Catgut is the most easily secured, 
but requires very careful preparation to prevent its becoming a source 
of danger. In addition, the sizes sufiiciently lat^e to make it a secure 
ligature are likely to slip when the pedicle is thick, and permit the re- 
currence of bleeding. It is a foreign body which Nature must take care 
of, and it may occasion trouble. In recent years it has been recognized 
that small vessels when secured by hemostatic forceps for a short time 
would, upon their removal, fail to bleed. In other words, the crushed 
tissues arrest haemorrhage and obviate the necessity for application 
of the ligature. The recognition of this condition caused instruments 
to be devised to crush the pedicles containing the larger vessels in order 
to obviate the necessity of ligation. Among the early advocates of this 
procedure was the ingenious surgeon. Doyen, of Paris, and nearly a 
contemporary of his was Tuffier. These gentlemen employed an 
instrument known as the angiotribe, capable of crushing the tissues. 
This instrument was permitted to remain on the parts for from thirty 
seconds to a minute. After its removal, the pedicle was cut and the 
surfaces left without ligature. 

While successful in the majority of the cases, occasionally one would 
occur in which hxmorrhage would recur, and these have been suffi- 
ciently frequent to lead the majority of men to prefer a ligature rather 
than to trust to the angiotribe alone. 

On my recent visit to Paris I had the opportunity to witness opera- 
tions by Doyen, and found that while he used the angiotribe in alt his 
abdominal operations, he only employed it to crush the tissues and 
form a groove in which a catgut ligature should remain without danger 
of its slipping. In this way the angiotribe has an important place and 
can be employed with advantage when the pedicle of an ovarian tumor 
is thick, or in the removal of the uterus, when the instrument serves 
well to prepare a groove for the ligature. This instrument which I ex- 
hibit has a simple mechanism, and can be easily and quickly applied, 
without the manipulation of a cumbersome screw, as in some of the 
instruments that are offered for our use. 
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In conclusion, I appreciate the angiotribe as a useful instniment, 
but would not trust it without being supplemented by the ligature. In 
catgut properly prepared, we have a ligature which is capable of ab- 
sorption and yet may remain sufficiently long to insure the patient 
against haemorrhage. I have been usmg this catgut now for several 
years and have seen no cases in which it has given rise to trouble. It 
requires, however, careful preparation and preservation. While I have 
no doubt the catgut for sale in the shops has been conscientiously pre- 
pared, yet the opportunities for infection in its preparation and pres- 
ervation are so great that I prefer to use that which has been prepared 
under my own direction. 



Digitized by Google 



The Philadelphia Obstetrical Society. 



TRANSACTIONS OF THE PHILADELPHIA OBSTETRICAL 
SOCIETY. 

Stated Meeting, October 4, 1900. 

The President, ]. C. DaCosta, M.D., in the Chair. 

Varicose Veins of the Vulva complicating Pregnancy; Dermoid 
Cysts. 

By WiLMER Krusen, M.D. 

(See page i.) 

DiSCL'SSiOX. 

Dr. B. F. B.\ER : Varicosity of the veins of the vulva and vagina 
during pregnancy should always be a matter of soUcitude on the part 
of the attending physician. I have never met with a case in which rup- 
ture of these veins during labor occurred, but I have been made anxious 
in some cases because of their great distention. I do just now recall 
a case of large tumor of the labium about which I was once consulted, 
in which the history indicated rupture of a vein during labor. The 
time at which I saw the patient was some weeks after the labor, and 
suppuration was present. Incision showed pus and blood-clot contents. 

As to treatment in the presence cf rupture during labor unless 
there were evidence of great hemorrhage, I would favor the old plan 
of compression, etc., rather than incision and ligation of the bleeding 
veins. Ligation would probably control the bleeding, but it seems to 
me that the old teaching, of compression, rest and waiting, within rea- 
sonable limits, of course, is the better. If suppuration occurs, open and 
treat as a labial abscess. There is then less danger from sepsis and pos- 
sibly, also, from hemorrhage. 

The question which Dr. Krusen has brought up in presentation of 
the dermoid cyst is an important one. Some years ago this form of 
tumor was considered rare, but after abdominal and pelvic operations 
were performed more frequently it was found that dermoid elements 
were not nncommon. That three consecutive cases of this character 
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were met with in the practice of one physician shows that it is not an 
uncomraon disease. 

The removal of the dermoid tumor without spilling the contents 
into the abdominal and pelvic cavities is of practical interest. It used 
to be considered a very dangerous thing to rupture a dermoid cyst 
during operation, because It was thought the contents were more irrita- 
ting than were the contents of ordinary ovarian tumors. My early 
experience led me to doubt this. While it is advisable to avoid soiHng 



Deimoid Cyst, 

the tissues involved it is often impossible to do so, and I have on some 
occasions ruptured a dermoid as well as an ordinary ovarian tumor 
during operation, spilling the fluid into the peritonaeal cavity without 
harm. This has convinced me that rupture of the cyst is of little mo- 
ment if proper care is taken to cleanse the parts by irrigation or 
sponging before closing the incision. 

My first case of dermoid tumor, operated upon probably twenty 
years ago, was a girl twenty-two years of age. She was suffering from 
peritonitis from some injury. Operation did not prevent her death, 
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twenty-four hours later. The result here was not from the spilling of 
the cyst contents, but must have been due to some accidental cause. 
These tumors when small are often found to be adherent, and this 
seemed to confirm the belief that they were more susceptible. But I 
think the explanation may be found in the fact that these growths are 
more solid and heavier, and hence when small are more likely to become 
incarcerated in the pelvis, and are injured and inflamed from pressure 
and violence in various ways. 

Dr. E. E. Montgomery : I have not had the pleasure of hearing 
Dr. Krusen's paper, and therefore am unable to reply to the points to 
which he wished particular attention directed. 

The subject of dermoids and the character of their contents is inter- 
esting, and I think while it is true that these growths in many cases do 
not prove irritating when the contents are spilled into the peritonseal 
cavity and immediately removed, yet their contents are certainly more 
irritating than those of other ovarian growths, I have seen a number 
of cases of rupture during operation, and in the majority of cases, when 
the fluid was immediately and thoroughly removed, the patient suffered 
no inconvenience. 

In regard to the presence of calcareous material and bone being 
evidence of age, I removed a double dermoid cyst from a child eleven 
years old, and in the cyst there were a great many teeth and large por- 
tions of bony plates with a portion resembling the half of the upper 
jaw ; so, the formation of bone does not necessarily indicate long- 
existing growth. It is evident, these are cases in which irritation has 
been set up in an ovum with an anomalous development. As a result 
we have the formation of teeth, hair, sebaceous glands and structure 
resembling mammary gland, sometimes brain tissue; indeed, all the 
various tissues of the body, but in disorder and disarrangement. 

Dr. R. C. NoRBis : I have seen a great many cases of varicose veins 
of the vulva in multipara, and used to be alarmed for fear of the occur- 
rence of rupture. I have never seen a hsematoma form as the result 
of varicose veins, and I believe it is a fact that hsematoma of the vulva 
rarely has a preceding history of varicose veins. When rupture occurs 
it is due to disease of the walls of the veins in women who may not have 
varicose veins. That condition is rare. I have had two such cases in 
the Preston Retreat. If the tumor is so large as an orange the wisest 
course is to open it, and with an assistant to control haemorrhage by 
pressure while one undersews the veins with a continuous catgut suture 
there is little difficulty in controlling the haemorrhage. 

The question of the infectious character of the contents of dermoid 
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cysts is also very interesting. I have instinctively felt that their con- 
tents are more dangerous than that of the ordinary ovarian tumor. 
This notion may be simply a relic of what was taught us about these 
tumors ; but it has seemed to me, in the cases I have operated on, that 
the adhesions have been more widespread, and the contents of the 
tumor oftentimes have been of a cheesy or even purulent character, 
which with their epithelial origin, would explain why they are more 
prone to take on active infectious changes. While we all, I believe, do 
our work now with the intention and desire not to spill into the abdom- 
inal cavity any fluid if we can possibly help it, and take the precaution 
to protect the peritonseal cavity with abundant gauze sponges when 
operating for dermoid cysts, it is wise for the operator to take especial 
care not to let such fluids come in contact with the peritonseal cavity. 

The mortality of operations for dermoid cysts is relatively higher 
than the mortality for the removal of ordinary ovarian cysts, which 
again would indicate that the contents and the character of the tissue 
of dermoids should be considered more dangerous. 

Dr. J. M. Fisher: The subject of varicose veins has called to my 
mind a case which came to me several years ago, in which I had made 
a mistaken diagnosis. The patient was sent to me by her physician 
with a note, stating that she had a labial hernia, and wishing me to 
refer her to some instrument-maker to have a truss applied. I con- 
firmed the doctor's diagnosis after making a hasty examination of the 
patient under cover, omitting an inspection of the parts. Later, upon 
making an inspection, I found the condition one of enlarged varicose 
veins of the one labium. This simply illustrates the necessity of making 
an inspection of all cases, no matter how simple they appear. 

There is one point upon which Dr. Krusen did not dwell, bearing 
upon the subject of these varicosities, that is the possibility of abortion 
in connection with the treatment by compresses and bandaging. I re- 
member Professor Parvin's reference to this in his lectures on obstet- 
rics. I think in this connection it is well to bear in mind the character 
of the pelvic circulation. We all know the valveless condition of the 
pelvic veins, and the extraordinary dilatation that takes place on the 
advent of pregnancy, causing a slowing of the blood current in the ex- 
ternal parts ; and this in connection with the intermittent venous tension 
as a result of the rhythmic contractions of the uterus, coupled with in- 
dividual differences in the tone of the vessel walls, no doubt are the 
prime factors in the production of varices. The application of com- 
presses or bandages may exercise a contracting tendency in the venous 
tension of the uterus, and thus predispose to abortion. 
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Dr, John C. Da Costa: Dr. Montgxjmery said that growth ttf 
bone was not an evidence of long continued growth of tumor ; I would 
like to ask him whether these dermoid cysts of which he spoke are 
always of the slow growth. I have had two cases within a couple of 
years which would rather indicate the contrary. In one I removed a 
dermoid about eight weeks after the woman was delievered, which was 
about 6x10. It was ruptured in removal, but there were no evil effects 
from it. There was hair, and bone. There seemed to be the whole of 
an upper jaw studded with teeth. The doctor who confined the woman 
told me that he could not feel the mass after her confinement. The 
woman told me that she had felt four weeks before a lump no larger 
than a big orange. In another case I removed dermoids from each side 
of a young girl sixteen years old. The growth appeared to be a rapid 
one. Everything in the abdomen was studded with what to me seemed 
to be papilloma — uterus, tubes, ovaries, omentum, intestines and perito- 
naeum. I thought the case one of malignant papilloma, which Bland- 
Sutton says is sometimes associated with dermoid cysts. 

Dr. E. E. Montgomery : I do not see why if we accept the theory 
that this is simply an ovum which has gone wrong, the development of 
these anomalous conditions may not take place as rapidly as in the 
fecundated ovum, which goes right. 

Dr. Krl'sen, closing : I was laboring under the impression that the 
subject. of presentation of specimens was not discussable; I therefore 
apologize for not writing up the case and presenting the whole subject. 
The tumor which I presented was simply to show the large mass of 
hair. There was nothing unique about it. I am still of the opinion that 
the contents of thes? tumors, if ruptured, are much more irritating than 
that of any other variety. This , opiniori was emphasized in the case 
which I related briefly in which the tumor held two pints of fluid, in a 
very stout woman, associated with large fibroid tumor. 

The specimen presented is an ovarian dermoid removed a few days 
ago. The patient was an unmarried woman aged about 38 years, and 
the tumor had been present for fifteen years. Its growth was very slow, 
and it gave rise to very slight symptoms until within the past year, 
when by its pressure some irritation was produced. The growth was 
about the size of a cocoanut and was slightly adherent. On section it 
was found to contain about a pint of sebaceous fluid and the large mass 
of red hair which is apparent in the specimen. Whatever theory we 
may accept as to the origin of these growths, they are always peculiarly 
interesting, and often present practical difficulties in their removal in 
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order to prevent rupture and consequent irritation or infection of the 
I)eritonaeal cavity. The photograph presented gives an excellent idea 
of the character of the neoplasm. 



The Consideration of the Methods of Hiimostasis in Abdomin<d 

Surgery. 

By E. E, Montgomery, M.D. 

(See page 4-) 
Discussion. 

Dr. B. F. Baer; HEemostasis in pelvic and abdominal surgery is 
of the greatest moment, and although the subject may seem trite. Dr. 
Montgomery deserves the thanks of the society for his paper. 

Danger from haemorrhage is always imminent. I believe that oc- 
cult haemorrhage is the most frequent cause of death following abdom- 
inal section, and I have been teaching for a long time that the surgeon 
is not justified in leaving his patient after abdominal section for at least 
three or four hours. The patient may not die imme<liately from the 
hemorrhage, but she may die a few days later from sepsis, due to in- 
abihty to recuperate prcmptly because of the loss of blood. I am 
speaking, not from my own experience only, but from my knowledge 
of the experience of others as well. When pallor and a rapid pulse are 
observed a diagnosis of shock is usually made and the surgeon is anx- 
ious, but often does nothing more than to stimulate the patient and 
remain anxious for a few hours longer, hoping that she may rally ; and 
if she does rally, bis fears are quieted and the golden moment may be 
lost. I long ago learned that symptoms of shock meant hemorrhage, 
and I formulated the following dictum for my own guidance : "When 
in doubt, reopen." When there are symptoms of lisemorrhage the 
wound must be reopened." 

The fault lies not in the ligature material, but rather in the over- 
sight and hurry of the operator. We may not have met with the ac- 
cident in a hundred cases, or in a year ; a feeling of security results and 
we may grow a little careless. Only three weeks ago in operating for 
the removal of an ovarian tumor I found the appendix diseased and 
removed it. I had a number of engagements that day, and left the 
patient soon after the operation. Three hours afterward, on inquiry 
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through the telephone, I was informed that she was in gpod condition, 
and I started to catch a train, but decided to visit the patient on the way. 
I believe that decision saved her life, for I at once recognized that she 
was not in good condition. Although the pulse was only no, she was 
pale and a little dazed. Those in immediate attendance thought I was 
too anxious, that there was no cause for alarm. Fifteen minutes later 
her pulse was 130. I reopened the abdomen and found the pelvis full 
of dark, venous blood. The broad ligament pedicles were secure. 
There was oozing from the meso-appendix — a condition I never had 
met with. This is merely another instance, showing the necessity of 
always being on the alert to guard against haemorrhage. The patient 
might have recovered if I had not reopened the incision, but I doubt it. 
I do know that I have felt happy ever since that I made the visit and 
thus saved the patient's life. 

I lost a patient last winter under peculiar circumstances, which I 
will briefly relate. She was doing particularly well, with a strong, 
quiet pulse of not more than 80, and a practically normal temperature, 
until the fourth day, when she was seized with gastralgia, or hepatic 
colic, from which she had suffered at odd intervals for years, and of 
which she had said nothing. The contortions which were indulged in 
before she got relief were violent. I had seen the patient in the evening 
and left her with a strong pulse of 90, and without a thought of the dis- 
aster that was soon to follow. I was called at five the next morning 
and found her entirely pulseless, and she was dead in ten minutes! 
Autopsy revealed the pelvis and lower abdomen full of blood, showing 
that she had died from haemorrhage four days after the operation. An 
old clot was found which doubtless had been dislodged by the violence 
of her twisting movements during the pain. This clot had probably 
resulted from a venous oozing which had not been enough to affect her 
pulse, and if it had not been for the attack of colic it would never have 
been discovered. In dislodging the clot some larger veins were opened 
and the fatal haemorrhage resulted. 

This experience has been a nightmare to me ever since it occurred, 
for it proved that the period when the patient is absolutely safe is an 
uncertain one. 

I have not had any experience with the angiotribe, but from what 
we have learned in the paper just read, and from other sources, it is 
probably more unsafe as a hjemostatic than the ligature. 

Dr. R. C. NoRRiS: I agree with Dr. Baer that haemorrhage in ab- 
dominal operations is one of the most interesting and practical subjects 
with which the surgeon has to deal. When we consider the mortality 
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of haemorrhage following laparotomises due to slipping of a ligature 
followed by sudden death, and besides to incomplete hxmostasis with 
oozing of small quantities of blood which favors the development of 
peritonitis, the subject under discussion is one of the greatest practical 
importance. No more instructive chapter in gytuecology could be writ- 
ten for the operator of small experience than an account, by the men 
of larger experience, of the number of cases lost from haemorrhage. 

I remember some years ago losing a case by slipping of the ligature, 
and immediately after a meeting of this society I happened to be in con- 
versation on this subject with six or eight members, and I was appalled 
to hear each man detail the cases that he had lost in this way. 

It has been my experience to lose two cases, one five years after the 
other, and the chagrin and disappointment of the second case was even 
greater than that which followed the first. 

I have awaited with great interest the reports detailing the results 
of the angiotribe. I have not used the instrument myself, because I 
have not been convinced of its real practical value. Dr. Skene's electro- 
hasmostatic forceps, when improved so as to be readily sterilized, is an 
attractive instrument, which I felt was more likely to prove of value 
than the angiotribe which only crushes the tissue. Such a combination 
of cautery and crushing instrument would seem to be of particular ad- 
vantage in vaginal hysterectomy for carcinoma. I believe the only 
safe course in most abdominal operations is to pick up the orifice of the 
cut blood vessel and ligate it with a fine silk ligature after the mass 
ligature has been applied. After my first death from hemorrhage I 
followed this method for two or three years, and then, after giving it 
up for a time, I had my second disaster. It is my rule never to ligate 
a blood vessel without taking up as little tissue as possible, and even 
when this is done I believe it is a safeguard in hysterectomy, or when 
the vessel is large, to place a final ligature over the cut end of the blood 
vessel. 

The only satisfactory explanation of my second death from slipping 
of the ligature is that after ligating the ovarian arteries and 
the uterine arteries, and after removing the fibroid, which was quite a 
large one, I discovered that the growth of the tumor had elongated the 
cervix, and in cutting away the redundant cervix I believe this reduc- 
tion of its bulk loosened the grip of the ligature and allowed it to slip. 
It was the only time I had attempted to do this, and I believe that it 
was the weak point in the technique of that operation. 

Two practical rules I think to be laid down are, no matter what 
ligature or crushing instrument we use, we should first of all include 
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as little tissue as possible in the ligature; and, where we wish to be 
doubly secure, we should reinforce our ligation t^ pladng a fine silk or 
catgut ligature around the cut orifice of the vessel before completing the 
operation. The peace of mind and the security against haemorrhage 
afforded by this precaution amply repay the operator for the few extra 
moments of time required. 

Dr. W. Krusek : I have had the opportunity of seeing Dr. Mont- 
i^mery use the instrument six or seven times within the last week or 
two, and I have been struck with the fact of its usefulness for thick 
pedicles where the ligature is more apt to slip. 

There is no question but that the majority of accidents occur from 
the fact that too much tissue is included in one ligature, as Dr. Norris 
has said, and the stump is cut too close to the ligature. There is also 
no question but that the majority of cases of secondary haemorrhage 
would not occur, were a fine ligature employed in taking in small frag- 
ments of tissue, leaving sufficient stump beyond the applied ligature to 
prevent its slipping. The use of the angiotribe by Goffe and others 
shows how frequently they have trusted alone to the crushing power 
of the instrtmient. This calls to my mind the statement made by Senn 
that 80 per cent, of the cases of appendicitis would get well without 
operation, but the other 20 per cent, were the ones we are working for. 
So it is in the use of the angiotribe ; although 99 per cent, of the cases 
might get well without a ligature, it is the i per cent, that we want 
to save. 

If Doyen, with his skill and mechanical ingenuity, finds that he is 
not able to trust entirely to the instrument, it is the best argument that 
no instrument for crushing tissue is sufficient. 

Dr. A. J. DowNES : I have been much interested in the paper of 
Dr. Montgomery, and also in the discussion of it. It is very evident 
that we are stU looking for a more perfect method of tuemostasis. Last 
vear I became very much interested in the work of the late Dr. Skene 
in electro-haemostasis. The objections to Dr. Skene's electro-h:emo- 
.static forceps are, that rubber tubing is used as the insulating material 
of the conducting wire, which renders the instrument difficult of per- 
fect sterilization ; and that the time required for hjcmostasis is too long. 
Other objections could be mentioned. During 1899 and the early 
months of this year I had four forceps made which I used a few times 
with success. These instruments were not all I desired. This summer 
I had two electro forceps made in Berlin, by Louis and H. Loewenstein, 
the makers of Dr. Freundenburg's modified Bottini incisor. 

My latest forceps has the conducting wire concealed within the 
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metal of the instrument, is waterproof and capable of perfect steriliza- 
tion by boiling. It is well tempered, and gives considerable pressure be- 
tween the blades. The blade beccanes heated in five seconds. By its 
use I hope to be able to control tuemorrhage in thirty seconds. I am 
sure of being able to do so in less than a minute. One of the numerous 
advantages of electro-thermic hxmostasis over the ligature and the 
angiotribe is that we get perfect sterilization of the hsemostased tissue 
There is no raw surface left to exude serum and to adhere to surround- 
ing tissue. The mouths of the lymphatics are also sealed. There are 
many reasons why if possible the ligature should be supplanted. 

I am putting my electrical apparatus in order to begin the use of my 
latest forceps and expect to ap[>ear before this society in two months 
with considerable experience in the use of electro-thermic luemostasis 
in major surgery. 

Dr. John C. Da Costa : I think the suggestion of Dr. Montgomery 
that one of the uses of the angiotribe is to make a channel for the liga- 
ture is a new idea and suggests a very different use for it from that 
advanced at Atlantic City. The angtotribes exhibited there were not 
improperly called (by Dr. Bovee, I think) "plumbers' tools"; and their 
use as suggested there was to do away entirely with ligatures and to 
trust to their crushing power, said to be 3,000 pounds, in order to de- 
vitalize the tissue. Realizing the trouble we all have sometimes with 
big pedicles, I think this idea of Dr. Montgomery's to get rid of the 
superfluous tissue and leave a button outside over which it is almost 
impossible for a ligature to slip is a good one. 

The dread of secondary hjemorrhage has been my rock ahead for 
some years. Those who have seen me tie a pedicle know how I transfix 
and twist the ligatures of each side before tying and then, as a rule, sew 
the sides of the stump together and sew the peritonaeum over it. This 
makes a round button over the ligature and prevents slipping. Closure 
of peritonaeum prevents hemorrhage and adhesion of the raw surface 
to the intestines. 

Dr. Montgomery closes: The discussion to-night I think fully 
demonstrates the importance of the subject which I brought before you. 
The various methods to avoid haemorrhage that have been presented by 
men who are conscientious in the discharge of their work, and even 
under the precautions they take, sometimes result in the loss of a pa- 
tient. I can truthfully say that there is no more uncomfortable sensa- 
tion than that of an avoidable death ; for, we must feel that such an 
occurrence could, and should have been avoided. 

The instrument I have presented, used as I have suggested, will I 
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think, enable us to avoid the occurrence of this sequel. If the instru- 
ment is efficacious in many cases without a ligature, it certainly will 
be a safguard to employ it with the ligature. Those of us who practice 
in hospitals and see cases come back time after time to be treated for 
sinuses, for conditions occur in the hands of men whom we know to be 
careful and conscientious, indicate that there is necessity for obviating 
as far as possible the sequellse from the irritation of durable ligatures. 
The presence of a mass of tissue surrounding a ligature in close prox- 
imity to the bowel is material of low vitality which is likely to become 
infected. 

In the use of the modification of the forceps of Skene, made by Dr. 
Downs, I think the doctor himself has indicated the difficulty we would 
meet with in the transportation of the apparatus. It would seem to be 
cumbersome, and we all know how frequently the battery is not in or- 
der. Beside the difficulty in transportation there is the increased 
amount of material to be looked after and rendered aseptic. 

I fed that the angiotribe is a good instrument to supplement the 
operation. It enables us to insure to a greater degree against the occur- 
rence of haemorrhage. I would not trust it without the ligature. I be- 
lieve with the ligature it will be of great assistance and will save the 
lives of some patients. 

Official Transactions. 

Frank C. Hammond, Secretary pro tern. 
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THE RELATIVE ADVANTAGE OF VAGINAL AND AB- 
DOMINAL SECTION: AN ILLUSTRATIVE CASE* 

By B. F. Baeh, M.D., Fhiladelpbia, Pa., 

PretftoT of GyoBCOlogr In (be Phlhdephtii Polyclinic. 

The subject of the choice of route by which disease affecting the 
pelvic organs shall be approached surgically has been so frequently dis- 
cussed in the past few years and the question so generally settled in 
favor of abdominal section, that there is danger of overlooking the 
fact that occasionally a case is met with in which life may be saved 
by means of vaginal section, as a preliminary operation of expediency. 
I present the following history as an instance : 

On the evening of January 8, 1900, I was requested by Dr. Frank 
Woodbury to see Mrs. X., of 8 neighboring city, who was living tem- 
porarily at one of our large hotels. She was aged thirty years, and 
had been married three months. Five days before the above date, 
while in a stooping posture, she was seized with a sharp pain in the 
right iliac region, so severe as to make her cry out. Her husband, who 
was in an adjoining room, being attracted by her outcry, found her in 
great distress and very pale and faint. She was immediately placed in 
bed and a physician summoned. 

He found the pulse 140, and feeble. There was tenderness and 
some swelling in the right iliac region, and there was slight metror- 
rhagia. Under stimulation and absolute rest the patient rallied from 
the shock, but inflammatory and septic symptoms developed, the tem- 
perature ranging from 100° to 103*" during the five days intervening 
between the onset of the symptoms and the above date. 

At once I was impressed with the gravity of the patient's condition. 
Her countenance was pale and anxious and the skin clammy, though it 
had been dry and hot several hours before. Occasionally a violent chill 
would seize the patient. The abdomen was tympanitic to a marked 
degree, although it was said that the bowels had moved several times 
during the day. There was also tenderness on the slightest touch over 
the entire abdomen, but more especially over the right iliac region, 
where could be faintly outlined an indurated, oblong tumor. This 
extended from the pelvis to above the umbilicus, but not quite to the 
median line. There was a slight discharge of blood from the vagina. 
* Read. For Dhotstion, see pige ji. 
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The cervix uteri was displaced forward against the symphysis pubis, 
with the body of the uterus also apparently anterior. The post-uterine 
pelvic space was occupied by a semi-fluctuating mass, and the posterior 
wall of the vagina opposite Douglas' pouch was tense and bulging. 

It was clear that pelvic suppuration and general septic intoxication 
were the urgent symptoms. The sudden pain and collapse at the onset 
of the attack were thought to be due to haemorrhage from rupture of 
a tubal gestation or of a blood-vessel in the broad ligament. Rupture of 
a tubal or ovarian abscess was also included in the diagnostic proba- 
bilities. The peculiarly-shaped, hard tumor occupying the right iliac 
space resembled fibroid tumor of the uterus, but that it might prove to 
be a retroperitonaeal abscess burrowing in the line of the psoas muscle 
was admitted as a possibility. 

Although I had little hope of saving the patient's life, so ill did 
she appear, I advised operative measures as offering the only chance 
of escape. It was therefore decided to move her from the hotel to a 
private room at the Polyclinic Hospital. She was wrapped in blankets 
and conveyed on a strtcher to an ambulance, and the transfer safely 
made. 

Under ether the patient showed still further, by profuse sweating, 
collapse and cyanosis how profoundly septic she was. It was necessary 
to maintain great caution in the administration of the anaesthetic. After 
the more thorough examination which was now available, I learned that 
an operation of considerable magnitude and time would be necessary to 
remove the pathological condition by abdominal section, and I felt sure 
the patient would succumb if if were attempted. I also believed that it 
would be next to impossible under the circumstances safely to remove 
the hard tumor through the vagina. To make vaginal section, evacuate 
the septic pus, and remove the diseased organs so far as possible, seemed 
the wise and, indeed, the only course. I, therefore, determined upon 
vaginal section. 

A post-cervical incision was made; fostid. unhealthy pus gushed 
out and continued flowing until probably a quart had been evacuated. 
There was no evidence of previous haemorrhage, in old blood-clots. I 
was rather surprised at this. After irrigation with hot saline water, 
I passed my finger into the emptied space and was thus enabled to pal- 
pate the pelvis and the abdominal surface more thoroughly. The tumor 
in the right iliac and umbihcal space could now be outlined clearly. 
It did not seem to be closely attached to the uterus, and its pelvic end, 
which appeared to dip into the abscess cavity, was rather bog^ to the 
touch. My first impression, that this mass was a fibroid, was for the 
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moment weakened, mainly on account of the apparent fluctuation of its 
lower portion. Thinking that it might contain pus, I punctured it with 
an instrument (or thought 1 did), which I passed up on the hnger. 
More pus flowed, but the tumor did not collapse. Ahhough the patient 
was very weak, I was now strongly tempted to make abdominal sec- 
tion and finish the operation; but the temptation was merely in<Mnen- 
lary ; my better judgment prevailed, and I followed the plan which I had 
originally decided upon, vis.: fivacuation of the septic pus only, at this 
time, unless the operation could be easily completed per vaginam. 
Further irrigation was now made, after which a rubber drainage-tube 
was inserted and secured by a suture, and the patient returned to bed. 

She slowly rallied and the next day gave evidence, in temperature 
and pulse, and generally improved condition of the skin, that the evacua- 
tion of the pus had removed the source of immediate danger. Although 
I was in hourly fear that trouble would develop, improvement con- 
tinued. The uterus was returning to its normal position and pelvic 
induration disappearing. The purulent discharge, at first profuse, had 
become slight. The drainage-tube was removed on the fifth day, but 
daily irrigation was continued. 

Notwithstanding the improvement there were considerable pain and 
tenderness in the region occupied by the tumor, and there was evident 
interference with intestinal peristalsis, for tympany was a constant 
menace and the bowels were moved with difficulty. But the case had 
emerged from one of such gravity that we were now encouraged in 
the hope that she had regained sufficient strength to withstand the 
radical removal of the fibroid tumor, which had probably been the pre- 
disposing cause of the trouble, and which was now the sole hindrance 
to recovery. I had been in constant expectation that the injury it had 
received from contact with the septic cavity and puncture of its lower 
portion would give rise to renewed symptcnns of sepsis. I was not 
surprised, therefore, that improvement did not proceed beyond a certain 
point. Intestinal action was becoming more difficult; there were in- 
creasing fulness and induration, extending now toward the left iliac 
region, and the temperature and general appearance gave evidence that 
the patient was again septic. The golden moment was passing. There- 
fore, on February ist, nineteen days after the first operation, abdominal 
section was made. 

The tissues of the abdominal wall were infiltrated and apparently 
dead ; the peritonseum was greatly changed and thickened. At first, 
a pus-cavity was encountered and, next, a cavity from which was 
evacuated probably a pint of disintegrating blood-clots, confirming the 
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original diagnosis of concealed haemorrhage. After irrigation with 
saline solution the bowel was found to be seriously involved in the 
lymph-mass which furnished the limiting wall to the abscess and 
blood-cavities. The caliber of the intestine was nearly obliterated at 
several points and the bowel appeared gangrenous. Resting upon the 
ascending colon, with its lower end extending into the pelvis, was the 
hard, oblong tumor spoken of above, and which is here on the tabic. It 
proved to be a nodular fibroid with a broad, membranous attachment to 
the side of the uterus, and with very vascular surroundings. It was 
firmly adherent at every portion and was with difficulty enucleated. The 
adhesions which had been formed between the tumor and the large 
bowel were most intimate. Considerable haemorrhage occurred but 
was checked by forceps and ligature. The uterus was large and con- 
gested. The appendages did not appear to be diseased, but time was 
not lost in careful examination, for the patient was very weak and the 
outlook dark. Satisfied that the cause had been removed in the evacua- 
tion of the pus and blood, and the removal of the tumor, I placed a 
rubber drainage-tube and rapidly closed the incision. Warm saline solu- 
tion had been kept flowing during the operation, and all that the peri- 
toneal cavity would hold was permitted to remain. 

Stimulants had been freely used and were continued during the 
afternoon and night, and through the next day, for it was not until 
nearly forty-eight hours had elapsed that the patient could be said to 
have rallied. High enemas of normal saline solution containing whiskey 
and beef-Juice were given with great advantage. Free drainage oc- 
curred during three or four days, then diminished, when the tube was 
removed and the channel allowed to close. Complete recovery resulted. 
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REPORT OF INTERESTING CASES.* 
By Frank W. Talley, M.D., Philadelphia. 

It is said that the Qiinese repair at certain intervals to the tombs 
of their ancestors and there spend the day in meditation, recalling the 
virtues and teachings of the revered dead. 

So it appears to me seemly, that we occasionally turn back the pages 
of our note-books and spend a while in the contemplation of our past 
cases and the lessons to be gleaned from them. While the recitation 
of cases commonly met with in our large hospitals may be tedious to 
the members of this society, yet each may present some new feature and 
the time cannot be considered entirely lost. 

The first case for which I crave your indulgence was that of gonor- 
rhoea! salpingitis with co-existing pregnancy, in which the pathology 
was the interesting factor. 

The notes are as fcdiows: 

Mrs, C, agred 25 years, married five years, had twice given birth to 
a child at term, and once had miscarried. The last pregnancy was 
two years ago, and terminated in labor at term. She was admitted 
to the Polyclinic Hospital, with a history of having been ill for twelve 
weeks. Menses were always regular until two months before admis- 
sion, since which time they have been suppressed. 

Patient complains of severe pain in both ovarian regions, which 
prevents her from standing in the erect position. Backache, yellow 
and blood-stained leucorrhoMi, constipated bowels. She denies a gon- 
orrhceal infection. 

Upon vaginal examination a large mass was found to occupy the 
left side of the uterus. Prolapsed, tender ovary on the right side. 
Uterus large. Two days later the abdomen was opened and a tubo- 
ovarian abscess removed from the left side. Owing to the strong 
adhesions the abscess ruptured in enucleation and about two ounces 
of pus was liberated. The fimbriated end of the right tube was inflamed 
and indurated, while the uterine end was apparently healthy. This 
appendage was also removed. The uterus was large and uterine tissue 
softened. The peritonjeal cavity was irrigated with several pitchers of 
plain warm sterile water and the wound closed with through-and- 

" Read. For Dtscusiion, see )iage 38. 
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through silkworm gut sutures and buried silk suture in the fasda. 
The patient bore the operation well and made a good recovery. 

The pathology of this case so interested me that I secured reports 
from two pathologists. The report from the Polyclinic Laboratory is 
as follows: 

Laboratory Note. — Specimen sent for examination, June 2ist. Pa- 
tient's name, Celia C. 

Macroscopic Examittation. — R. ovary appears normal. The tube 
on this side, however, is indurated and congested at its fimbriated end. 
Toward the uterus the evidences of inflammation diminish so that 
where divided at the cornual end it appear normal. The left tube is 
thickened and indurated in its entire length, and the surface is lac- 
erated from the breaking up of adhesions at the time of operation. The 
fimbriated end is bound down to the ovary and with the latter appa- 
rently forms the wall of an abscess cavity 5 cm. in diameter. The 
contents of the abscess escaped before the specimens reached the labora- 
tory. 

Microscopical Examination. — (a) Portion of abscess wall. The 
abscess wall is a highly vascular, fresh, granulation tissue. A large pro- 
portion of the cells are polyform nuclear, stained with theonin; bacteria 
are visible in some of the cells — their presence in the cells and their 
morphology indicate them to be gonococci. 

(b) Portion of left tube about middle. The lumen of the tube con- 
tains exudate, with many polyform nuclear leucocytes. The folds 
of the mucous membrane are also infiltrated with inflammatory cells. 
The vessels do not appear much injected. In specimen of this portion 
of the tube stained with theonin no bacteria were found. 

(c) Fimbriated end, right tube. The general app>earance is nor- 
mal; there is, however, a moderate infiltration of the mucous mem- 
brane by polyform nuclear cells and on the serous surface are similar 
but more marked patholc^cal change, together with oedema and dis- 
tention of the blood-vessels. At one point on the serous surface there 
is a focal collection of polyform nuclear cells, with commencing frag^ 
mentation of the nuclei; i.e., commencing abscess. 

(d) Tube (right), uterine end. The pathological changes are more 
mariied in the mucous membrane of this portion of the tube. The 
lumen contains an exudate of polyform nuclear cells, together with 
larger cells containing oval nuclei. In the folds of the mucous mem- 
brane there is a moderately intense infiltration by polymorphonuclear 
leucocytes. The vessels show no marked changes. 

(Signed) T; S. Kirkbride, M.D. 
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Dr. Williams' report: 

Specimen from Celia C. 

Cross-section of Left Ovary through well-dez'chped Corpus Lu- 
teum. — Well-developed proliferated luteum cells nearly fill the space 
formerly occupied by the follicles, while numerous bands of fibrous 
tissue separates the various portions in a cha racier istic manner. 

Numerous newly formed capillaries ramify throughout the pro- 
liferated luteum cells in al) directions. The ovarian surface above the 
corpus luteum is in one portion about normal and in another portion 
in an acute stage of inflammation. ' The ovarian struma in the latter 
portion completely infiltrated with leucocytes and multinodular cells, 
newly formed capillaries extend in all directions, and a considerable 
amount of free blood is scattered throughout the tissue. The blood- 
vessels near the base of the corpus luteum are greatly dilated and 
Ailed with blood. 

Cross-section through the Outer Third of Right Fallopian Tube. — 
fhe reduplication of the mucosa are swollen, hyperaemic, and pressed to- 
gether to such an extent thai the tube lumen is ahnost obstructed. The 
stroma of the mucous membrane is infiltrated with small round cells in 
great numbers and contains many dilated blood-vessels. In many por- 
tions where the plicae are pressed tc^ther, the superficial epithelium 
has been entirely destroyed. The inflammatory process is confined 
almost entirely to the mucous membrane, the tube-wall being almost 
entirely normal. 

Section through Middle Third of Left Tube shows the Mucous 
Membrane fairly well preserved, but hyperxmic and swollen. The 
superficial epithelial layer is almost uniformly preserved, but shows 
marked tendency to desquamation and in some portions proliferate. 
In the wall of the tube small round cells have infiltrated the nuclear 
fibers to a considerable extent and immediately beneath the peritonseal 
covering are round cells and polymorphonuclear leucocytes in large 
numbers. 

Cross-section of Inner Third of Left Tube. — The lumen is patulous 
but the mucous membrane is considerably swollen. The superficial 
epithelial layer is well preserved, but shows a tendency to proliferate. 
The struma is infiltrated extensively with small round cells and poly- 
morphonuclear leucocytes. The tubal wall is uninvolved. 

Sections were also stained to show bacteria in tissue. Diplococci 
resembling in shape typical gonococci were found beneath the epi- 
thelial cells and in the struma of the mucosa. 
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Diagnosis: acute gonorrhtxal salpingitis. 

(Signed) W. L. Williams, M.D. 

This case is of interest as an illustration of the pathology of ad- 
vancing gonorrceal infection, proceeding from the fimbriated end of the 
right tube toward the uterine cornua; and from its etiology. 

The patient was three months ill, her illness beginning undoubtedly 
as a gonorrhoea! infection. During the acute attack of gonorrhoea she 
became pregnant and subsequently developed a tuboH3varian abscess 
on the left side. The infection did not primarily affect the right side, 
but this is subsequently infected — the infection traveling from the 
fimbriated end of the lube toward the uterine cornua. The corpus 
luteum of pregnancy was on the left ovary, which was Battened out to 
form a part of the wall of the abscess. 

From the pathological condition I should deduce that the ovimi 
impregnated had been erupted from the left ovary, that it had sub- 
sequently found its way to the fimbriated end of the right tube, and 
had found development in the right uterine cornu. That the gonor- 
rhceal infection had passed through the uterus between the decidua 
reflexa and serotina, and had infected the left tube, the right tube 
being barred by the attachment of the impregnated ovum. Afterward, 
the pregnancy continued, the tubo-ovarian abscess developed on the 
left side, with infection of the pelvic peritoneum. The ri^t tube 
becoming infected from the fimbriated end toward the uterus and show- 
ing all grades of invasion until near the uterus it was almost in 
health. 

Case II. — I was called by my friend Dr. Carpenter to see Mrs. B„ 
aet. 28 years, married, who had been delivered instrumentally by another 
accoucher two days before. The labor, which proved slow and severe, 
had been terminated by forceps, the perinEeum lacerating in the ex- 
traction and the tear extending through the sphincter muscle into tfie 
rectum. Immediately after the labor the patient was seized with a 
severe pain in the right side, extending from the iliac crest to the 
ribs. This pain was of a dull and gnawing character, and most severe 
in the epigastric region, but extending at times into the right leg. With 
this was severe and persistent vomiting- and elevation of temperature. 
A distinct mass could be felt in this side, which apparently did not 
extend into the pelvis, and over which the bowel tympany could be 
elicited. 

Four weeks later, the symptoms not improving, she was admitted 
to the Polyclinic Hospital, where the following history was elicited: 
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Family History. — Father and brother living. Mother died of pneu- 
monia. Sister died in infancy. 

Previous History. — Had the ordinary diseases of childhood. Has 
always been healthy. Puberty at 14 years. Menstruation regular, flow 
lasts three or four days, pain on first day. 

Some time ago patient believes that she sprained her back or rup- 
tured something in the pelvis by heavy lifting. Suffered pain in tlie 
right ovarian region, which was aggravated by exercise. This lasted 
for about a week and then disappeared. Several months later she 
noticed that her clothes did not flt her and that there appeared to be a 
mass forming in the right side. She became pregnant in January; 
from then until two weeks before delivery the pain disappeared. She 
seemed to feel much better in many ways during pregnancy. 

Physical Signs. — Lungs: Negative, 

Heart : Slight aortic regurgitation, with accentuation of the aortic 
sounds. Mitral systolic murmur. 

Urinary analysis: Urine amber, acid, specific gravity 1020, no al- 
bumin, no sugar, sediment small in amount. Microscope shows no 
casts. 

Examination shows a large mass behind the ascending colon, ap- 
parently not connected with the pelvis. Perinxum lacerated through 
the sphincter and into the rectum. 

An incision was made through the right tinea semilunaris, reVealing 
the lower border of a large kidney-shaped tumor lying behind the 
colon and high up under the liver. From this a tense, twisted pedicle 
extended down into the pelvis, where it was continuous with the right 
broad ligament. This was separated from its adhesions to the liver, 
leaving a small denuded area on its lower surface, which occasioned a 
persistent oozing. The pedicle was then ligated and the ovarian cyst 
removed. 

The appendix was long and with thickened walls, and was also 
removed. A gauze pack was placed against the liver to control the 
bleeding by pressure, while the abdominal wound was closed in the 
usual manner. The patient made a good recovery from the operation. 
Two weeks later she was again given ether and the sphincter tear 
was united. The patient left the hospital two weeks later well. 

The interest jn this case was in the diagnosis. An ovarian cyst 
having been carried high in the abdomen by the pregnant uterus, form- 
ing attachment to the liver, and giving symptoms immediately after 
the delivery through the shrinkage of the uterus and tension en the 
pedicle. 
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SARCOMA OF THE UTERUS ASSOCIATED WITH FIBROMA 
OF THE ROUND LIGAMENT— REPORT OF AN UNIQUE 
CASE.* 

By John G. Clark, M.D., Philadelphia, Pa. 

The case which I want to present is interesting from two stand- 
points : diagnostic and prognostic. 

The patient was admitted to the Hospital o{ the University during 
the summer time. 

The history is more or less significant of an abdominal growth, and 
has the patholc^ical description naming it as a malignant one. She 
was 59 years of age, and had ceased to menstruate since her forty-fifth 
year. For some time she had noticed a watery, yellowish discharge 
With this there was bleeding. There was no pain or backache that 
she could remember. About a year ago the uterus was curetted, without 
improvement. About three weeks ago there could be felt a hard, fleshy 
mass the size of a pigeon's egg. 

At the time of her admission to the hospital I found on examination 
of the uterus a large boggy mass, the size of a two-months' pregnancy, 
and on palpation through the os, which could be dilated to the size of a 
25-cent piece, I could feel distinctly necrotic material. My first thought 
was, inasmuch as the symptoms had extended over two years, with no 
signs of malignant troubles, so far as external appearances showed, that 
the condition was a suppurating submucous myoma. After completing 
the uterine examination, in the left inguinal region there was found 
a mass not unlike, as far as size and general shape are concerned, that 
of kidney. I felt immediately that there must be a metastasis 
there, though the lump had only been noticed some six months. I felt 
that we must have one of two conditions : carcinoma or sarcoma of the 
fundus of the uterus. The inguinal tumor was perfectly free and, 
under the circumstances, the woman was having discharge and hemor- 
rhage. I felt that operation ought to be done, in view of the fact that 
she had been sent some distance, and had already had the benefits of a 
thorough curettement. The inguinal tumor was removed and it was 
found that instead of following up the sacral line of glands it stopped 

• Read. For Discussion, see page 38. 
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abruptly at the internal ring and was connected with the round liga- 
ment. With th< sarcoma of the fundus of the uterus and this rather 
hard tumor of the round ligament, I felt distinctly that there was a 
metastasis, and under these circumstances the prognosis was a grave 
one as to the question of recurrence. 

On following the case to the laboratory I found a very interesting 
condition of affairs: that the hrst tumor, that of the uterus, was a 
sarcoma of the uterus, and absolutely limited to the uterine wall; sec- 
tions through the whole of the uterine wall showed no sign whatever 
of a growth. We practically had growing down from the fundus of the 
uterus this large lobulated mass. The uterine cavity was opened suf- 
ficiently to take it out. On microscopic section we found the mucosa 
going up perfectly intact, sweeping around, and disappearing. There 
was exactly the same condition on the other side; there was no meta- 
stasis or continuation of the tumor. TWe entire tumor occupied the 
space just as a large sarcomatous polyp would. On examining the 
pedicle we found that the sarcoma begins, runs up, and suddenly stops. 

Williams in 1894 went very carefully over the literature of sarcoma 
of the uterus. In the first place he found that they are extremely rare 
— only 154 cases of any sort on record. The classification consists of 
two types: sarcoma of the, mucous membrane itself, and of the tissues 
of the uterine cavity. We found that this tumor was a sarcoma, not 
of the mucosa but of the uterine wall. Fortunately for this woman's 
safety, instead of having invaded the wall the tumor pushed down 
in the point of least resistance and proliferated. The condition con- 
tinued over two years, and back of that time the tumor must have been 
present to give rise to this necrotic discharge. 

The supposition was that we had here one of those atypical growths 
which Williams and Pitt call sarcomatous degeneration of a fibroid 
tumor. The growth in the inguinal region on section proved to be a 
pure fibroma. To my mind at that time without going carefully into the 
study of it I felt that we had a fibroid tumor of the uterus and of the 
round ligament, having undergone sarcomatous change within the last 
two years. On mounting sections of this tumor I find that it is a sar- 
coma, and apparently has never been anything else but a sarcoma. The 
other growth, on the contrary, remains purely a fibroid tumor. We 
have then, coincidently, a fibroid tumor of the round ligament with 
that of a round-cell sarcoma of the uterus. 

With reference to the prognosis in this case, already the patient had 
gone home and T had sent a note saying that I felt the prognosis was 
very grave, that sooner or later there would probably be a recurrence 
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of the growth in the inguinal region. Careful sections were made, and 
on finding the uterine muscle nortnal I feel that unless we have scnne 
remote blood metastasis that possibly this woman may be looked upon 
as a very favorable case of complete recovery. 

The only other case of sarcoma which I remember to have seen 
was one in which a small nodule was removed with the thought that it 
was carcinoma. In that case there has been no recnrrence. 

In view of the fact that we have searched carefully the blood-vessels 
to see if there are any traces of the round cells sowing blood-infectioa 
I feel that the pn^nosis is extremely favorable. The case strikes me 
as unique, and a similar one may, perhaps, not ocaxr in a thousand cases. 
Had we coasidered this alone on the chemical diagnosis we would have 
said there was a malignant metastasis, and the woman's chances would 
have been poor for recovery. It is one of the unique cases which may 
be of assistance in causing us to look more carefully into similar con- 
ditions. 

The two types of the tumor here are quite distinct, and one can 
make out without the slightest trouble the pure round-cell sarccnna and 
the fibroid tumor. Of course, one finds coincident tumors, carcinoma, 
and sarcoma in the same uterus ; hut the special point is that here we 
have primary sarcoma of the uterus, not of the mucosa type, which is 
the usual one. We have the rarer type, or interstitial, arising fr<»n the 
connective tissue, over two years in growth, and possibly of six months 
back of that, because symptoms actively show in which there is no 
sign of metasla^s, and in which the apparently metastatic growth turns 
out to be coincident fibroid tumor of the round ligament. 
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TRANSACTIONS OF THE PHILADELPHIA OBSTETRICAL 
SOCIETY. 

Stated Meeting, November i, 1900. 

The President, John C. DaCosta, M.D., in the Chair. 

The Application and Relative Adirantage of Vagincd and Abdominal 
Section: An Illustrative Case. 

By B, F. Baer, M.D., Philadelphia. 

(See page 19.) 

Discussion. 

Dr. J. G. Clark: The method pursued by Dr. Baer in the case 
which he has just reported has interested me very much, for I feel 
assured that only in this way could he have saved the patient's life; 
I am, therefore, fully in accord with the views which he has expressed. 

Experience with this class of cases in the past, in which a pre- 
liminar}- vaginal operation has been performed with the view of subse- 
quently performing an abdominal section for the radical relief of the 
patient, has taught us that in many instances the abdominal operation 
was not necessary, for the patients made uninterrupted recoveries after 
the simpler operation. If there is a simple abscess cavity which is point- 
ing towards Douglas' cul-de-sac, the operation is a comparatively simple 
one, and is promptly followed not only by relief, but frequently by the 
radical cure of the patient, for the problem here is a simple one and is 
analogous to that which is met in other parts of the body where puru- 
lent collections have formed. Evacuate the pus and you relieve the 
patient. Frequently even when the purulent condition is associated 
with a myomatous tumor, the patient may be relieved by the vaginal 
incision. 

During the summer, I saw, in a neighboring city, a patient of the 
latter type who was in the most critical condition. The tumor was 
high in the pelvis, and, in addition to the febrile disturbances, there was 
excessive uterine hasmorrhage. So profuse, indeed, did the haemor- 
rhage become that the patient showed all the .signs of very grave anaemia. 
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such as sighing respiration, vertigo, and visual difficulties. On ex- 
amination it was found that the patient had a small myoma of the 
uterus, and a purulent collection in the right broad ligament. To have 
attempted an abdominal section in this case would have doomed the pa- 
tient, and it was with no little trepidation that ether was admimstered 
with the thought of performing curettage of the uterus and puncture 
of the abscess. The operation was of short duration, hut, as was 
anticipated, the patient suffered profoundly from shock, her pulse being 
almost imperceptible when she was reyioved from the operating-table. 
In this case there was, perhaps, an ounce of pus situated to the right of 
the uterus. From the day of the .operation the patient immediately began 
to recover her strength, a very liberal injection of salt solution under 
the breasts having tided her over the stages of post-operative shock, ■ 
and to-day is in good physical condition. 

In this instance I felt assured that a subsequent abdominal section 
would be required, and this is still a possibility, although the patient is 
in comparatively good health and free from pain. 

Another case which is at present under my charge has given me no 
little concern on account of the fact that convalescence, following 
vaginal evacuation of a purulent hsematoma has not been uninterrupted: 
The patient was seen in August, when almost a gallon of disintegrated 
blood-clot, streaked with pus, was evacuated through Douglas' cul-de- 
sac. For ten days after operation the case ran a very satisfactory 
course, the temperature falling from 103 to normal, and there was every 
indication that the chief danger had been passed. About this time, 
however, the temperature again began to rise, and within a few days it 
became necessary to again administer ether and dilate the vaginal 
opening, which was again followed by the escape of pus ; notwithstand- 
ing this second operation, the temperature and pulse continued irregular 
and her complexion was of that peculiar lemon tint characteristic of a 
septicaemia. A third time the sac was evacuated, with a still unjppre- 
ciable effect on the pulse and temperature. Finally, on account of the 
increasing weakness of the patient we were forced to perform an ab- 
dominal section for the more thorough evacuation of the pus, the 
vaginal incision having failed to give relief. The chief sac which had 
contained the large quantity of the sanguino-purulent fluid had con- 
tracted down to a very small space, but from the history of the case 
there was undoubtedly a concealed focus which we had not yet reached. 
An exploratory abdtmiinal section was performed three weeks ago, at 
which time the original opinion that a radical removal of the diseased 
structures was entirely out of the question, on account of the adhesions, 
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which were most dense in all directions, was confirmed. A fluctuant 
sac, which had ^ven rise to considerable pain, was located in the right 
groin above Poupart's ligament. . Feeling assured, from the symptoms 
that this was a purulent accumulation, a counter-incision was made over 
the sac, but, to our surprise, only clear pcritonseal fluid was evacuated. 
After a careful search through the central abdominal incision the con- 
cealed sac was found above the promontory of the sacrum and closely 
walled in underneath the sigmoid flexure. The dense adhesions abso- 
lutely precluded the possibility of reaching it through the abdominal in- 
cision, and the difficulty was only overcome by pushing the mass down 
from above until it was brought within the reach of the vaginal touch, 
when it was evacuated. Following this operation the patient has made 
an uninterrupted recovery and is now almost well. 

This case which I have related is similar to the one which Dr. 
fiaer has reported, with the exception that his is perhaps more compli- 
cated by being associated with a solid tumor. The more experience I 
have in cases of vaginal evacuation of purulent accumulations the more 
I am in favor of this method. These are the cases which have given the 
highest mortality when subjected to abdominal sections. Where there 
are dense adhesions in all directions and the patient is profoundly de- 
pressed by possibly a long- continued suppurative process, death will 
follow in a large proportion of cases if a radical operation is attempted. 
Contrary to the predictions of many who have violently opposed this 
method of treating these cases, they have not shown a tendency to recur 
and a large- proportion remain permanently well without subsequent 
trouble. These results are a suflScient argument in favor of this less 
grave surgical procedure. 

Dr. CtiARLiis P. Noble: For quite a number of years I have dealt 
with the class of cases in the same way that Dr. Baer treated this case, 
which I think is the only feasible method of treating such cases. I 
think it is folly, when we can drain away a large amount of septic pus 
by vaginal incision, to do an abdominal operation. If we do the ab- 
dominal operation in this class of cases, not only do we have very 
high mortality, but it is not feasible to do a good operation through 
the abdomen. We, as surgeons, realize that the only chance the patient 
has if we do an abdominal operation is by hurrying the section through 
and doing as little as possible. In other words, it is a life-saving opera- 
tion rather than an operation to remove all the disease present, so that 
even if the patient recovers from the operation after the abdominal 
section she is in no better condition than she would have been had 
vaginal section been done. Another reason against abdominal section 
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is that in all cases if we operate from above it is necessary to drain and, 
as a rule, with gauze, so that practically all those cases operated on by 
the abdominal method which do not die, have hernia. Therefore, in 
that particular class of cases I am opposed to the abdominal operation 
if it is possible to reach the pus from below. I do not know how many 
I have operated on, but it is a goodly number, and with but one 
death. The patient died shortly after leaving the operating- table from 
heart-clot. Of course, the patient was in extremis when the operation 
was done. Her heart was so depressed by the sepsis from which she 
suffered that even the administration of ether was sufficient to turn the 
balance, and she died clearly of heart-clot. 

One or two points brought up by Dr. Baer I would like to speak on. 
He said that he introduced a rubber tube and that the cavity was 
irrigated regularly. In a few cases I have irrigated, but in general I 
think it is unnecessary and that it is a bad practice. The point to be 
aimed at is to secure thorough drainage, and, therefore, we should make 
a large opening. We are all of us indebted in many ways to Dr. Kelly 
for ideas which he has introduced, but there is one word which he has 
introduced into the nomenclature which should be abolished; that is, 
"puncture," when used in this connection. The word conveys an er- 
roneous impression : that you make a little hole into these abscess cases. 
What is desired is to make a large hole, through which two fingers can 
be passed. If we make a large opening in the dependent part of the 
abscess, intra-abdominal pressure will squeeze the pus out, and there 
is no occasion for irrigation or for drainage-tubes, I have never used 
■ drainage-tubes in any of these cases. I have used gauze when there 
was oozing of blood from the incision, and usually I use nothing. I 
think, in general, cases do better if we make a large opening and leave 
them alone ; simply douching the vagina. 

Some year."; ago when the puncture idea was actually carried into 
practice, take for instance the work of Munde, the cases did not do 
well; most of them had a persistent sinus, the reason for which was, I 
am satisfied, because they were not opened freely and drainage-tubes 
were used which kept up the infection. My own experience has been 
that in all the cases I have done, probably fifty, there has been just one 
sinus. I think it is seldom necessary to repeatedly open these cases, 
though occasionally it is. It happens at times that when the patient 
is first operated on in exlreiiiis that the large abscess will be on one 
side of the uterus, and yet that there will be a small pus-collection on 
the other side, which is apparently so insignificant that it is not attended 
to. Several times T have had to do a second drainage operation on the 
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opposite side because of the persistence of fever. I think, however, the 
per cent, of such cases is not more than five or ten. 

As to the results of the operations in this series of cases in ex- 
tremis, those with large abscesses, and in those which the abscess is 
adjacent to the vagina, in my experience, in puerperal cases, they have 
been admirable. I think I have never had to do a secondary operation; 
quite a number have not only recovered in health, but have borne 
children. 

In the gonorrhceal cases, where the abscess took place in a patient 
who had had a comparatively recent gonorrhceal pus-tube, the results 
have not been good, and in such cases I have been obliged to do a 
secondary operation to remove the appendages. In cases of long- 
standing pus tubes from gonorrhoea, where the pus was doubtless en- 
tirely sterile, where the tubes were largely destroyed as a result of 
the long'Standing suppurating process, also, the patients have made 
good recoveries and had no further trouble. 

I congratulate Dr. Baer not only on the issue of the first operation, 
but that the patient did so well after the section under such grave 
circumstances. 

Dr. G. Erety Shoemaker : It seems to me the cases most suited 
to this method are those in which the collection is intra-peritonceal, 
rather than where a tube has become distended with pus ; and that we 
are most likely to get a perfect result without subsequent operation 
where no secreting sac or wall is left, as would be the case did we 
empty a tube or cyst. The cases of suppurating hfematocele after rup- 
ture of extra-uterine pregnancy belong tn this type, and also a certain 
class of cases of encj'sted peritonitis; also, certain infected post-puer- 
peral cases with abscess-formation outside of the tubes. 

One of the cases of encysted peritonitis is now under my care, 
making an admirable recovery in the Presbyterian Hospital. About 
four weeks ago the patient had symptoms of an acute attack of sal- 
pingitis, but there was no mass to be felt of any size ; in fact, the diag- 
nosis between salpingitis and appendicitis was, for a few days, ob- 
scure. The temperature remained at 102° for about a week, then 
began to fall and rise, which made it evident that suppuration was 
going on. Leakage from the tubes probably infected the pelvic peri- 
tonaeum. The cul-de-sac of Douglas became tensely distended, the 
uterus was forced upward and forward from intraperilonEea] fluid 
pressing forward the vagina and pressing out the perinasum. At the 
same time there was tympany over the abdomen all the way down to 
the DUbis. and that is a point which, to my mind, makes the abdominal 
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route more dangerous in these conditions; when the intestines are ad- 
herent and distended the difficulty of the abdominal section is greatly 
increased. 

I made a vaginal incision, a large one, cruciform in shape, open to 
the bottom of Douglas' cul-de-sac, evacuated from the peritonseal cav- 
ity about a quart of highly offensive pus, smelling of the products of 
the colon bacillus. No large tubal distention could be felt. The pa- 
tient's temperature has now been normal for a week. The exudate is 
rapidly disappearing, the patient is out of bed, eating and looking well, 
and if, in the course of six months, it is necessary to remove the remains 
of the salpingitis by the abdomen it can be done without sacrificing the 
patient's life. 

Dr. B. F. Baeb: With reference to what Dr. Noble said about 
placing the drainage-tube through the vaginal incision, I agree with 
him that usually it is better if left open, and always without gauze 
packing. I am decided on that. Gauze packing should never be used, 
neither in vaginal nor abdominal section. In this case you will re- 
member that I thought I had punctured the tumor, though the result 
proved that I had not. I feared that it was a sloughing fibroid and I 
wanted to be sure that I had good drainage from it. This is the reason 
I placed a drainage-tube and irrigated with saline solution. The 
irrigation was made carefully and the patient seemed to be better for 
it each time. 

A Case of Tubal Pregnancy in Which Tubal Abortion was com- 
pleted iind the Tube and Ovary of the Affected Side preserved, 
the Other Ovary hazHng been destroyed by Advanced Cystic 
Degeneration, rendering Removal Necessary. 

Dr. B, F. Bakr: On June 7, 1900, Dr. W. O. Hermance requested 
me to see Mrs. R. F. She was twenty-eight years old; had been mar- 
ried seven years; had three children, the youngest being eighteen 
months of age. She had menstruated regularly during the preceding 
five months until the last period, which was then two weeks overdue. 
The patient stated that on the previous evening, after some unusual 
exertion, she had been seized with a sharp pain in the lower portion of 
the abdomen on the left side, and almost simultaneously was conscious 
of a discharge of blood from the vagina. She thought little of this 
and went about her duties, believing it to be the delayed catamenia. A 
little later, however, the cramp-like pain returned, the flow markedly 
increased, and she was compelled to go to bed because of faintness. 
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The night was passed in comparative comfort. She was up as usual 
the next morning but was soon obliged to return to bed because of a 
return of the symptoms. 

Dr. Hermance, who was now consulted, immediately suspected ex- 
tra-uterine pregnancy, both from the symptoms and physical signs; and 
my examination corroborated his view, although the physical signs 
were somewhat different from those usually met with in tubal gesta- 
tion. The uterus was sliglitly enlarged and moderately fixed as usual; 
but extending from the left cornua, outward, and anterior to the broad 
ligament, an elongated, somewhat cylindrical and peculiarly- shaped 
mass could be easily outiined. It was rather soft to the touch and it 
was not firmly fixed. Posterior to the light broad ligament and ex- 
tending into Douglas' pouch there was detected a rounded, tense mass 
about the size of an orange. This was thought to be a cystic ovary. 
Neither the condition of the patient nor the physical signs indicated 
concealed hemorrhage, but we believed rupture of a tubal gestation 
sac to be immanent and therefore advised absolute rest and preparatory 
measures for operation. 

On June 9th, an abdominal incision was made and a unique con- 
dition, so far as my experience goes, was encountered. Immediately 
under the incision and extending to the left the omentum was found, 
jiighlly discolored with venous blood, rolled into a mass and adherent to 
n^ peritoncEal surface of the abdominal wall. It was carefully released 
and brought up. when examination showed it to contain the Fallopian 
tube, which it surrounded and embraced as though it had intelligently 
made a nest for the delicate tulial gestation sac. After carefully unroll- 
ing the omentum the tube sac was found, unruptured but distended and 
tense near its center, as though rupture were about to occur. The 
fimbriated extremity was slightly patulous and a little venous blood 
was oozing from it. Evidently the tube was endeavoring to get rid 
of its contents by an effort at expulsion through the fimbriated end, 
or by rupture of the tube structure; hence, the pain and metrorrhagia. 

The tumor referred to on the right side proved to be a cystic ovary, 
and its removal was necessary. The left ovary was of about the normal 
size and appeared to be in a healthy condition. By the usual procedure 
both appendages would, therefore, be sacrificed, unless something could 
be done to save the left tube. It occurred to me that this might be 
done in one of two ways: either by incision of the tube and suturing 
after removal of the product — a sort of luhal-C^parean section — or by 
delivery of the product through the fimbriated end — an induced tuhal- 
abortion. The latter was decided upon. The tube was gently dilaterl. 
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the ovum ruptured to reduce its size, and then, by manipulation and 
massage of tlie tube, the product was delivered. Very little bleeding 
ensued. It was interesting to note that the contractile property of the 
tube was somewhat similar to that of the uterine muscle afer expulsion 
of a product of gestation. ITie tube was constantly getting smaller. 
After thorough irrigation of the pelvic cavity the incision was closed. 
Progress toward recovery was without event until the third day, when 
a profuse uterine hemorrhage occurred, attended with tenesmus and 
discharge of decidual shreds. This ceased within a few hours, after 
which there was no further trouble, the patient making a complete 
recovery. 

Discussion. 

Dr. Charles P. Noble: This paper is undoubtedly of in- 
terest from several standpoints, primarily from that of conservative 
surgery. The doctor stated that under the usual procedure both ap- 
pendages would have been removed, as the right ovary and left tube 
were diseased. It seems to me that it is not essential to remove the 
tube with the ovary in order to get rid of a cystic ovary or of an ovarian 
tumor. Therefore, it would have been possible to have left the right 
tube and the left ovary, and under these circumstances, in other cases, 
pregnancy has been reported, so that even aside from the fact of the 
conservatism which he practiced it would have been possible to have 
preserved the function of clji Id -bearing in this case. The procedure 
to which he did resort is of great interest, and as far as I know, unique. 
The fact t*;at it answered well in this case is the best argument in its 
favor. I should think, however, that in general such a procedure would 
cause too much risk of haemorrhage after the ovum was delivered and 
the abdomen closed. That is the point which would naturally strike one, 

I congratulate the doctor upon having introduced a new point in 
the conservative surgery of the sexual organs. 

A Report of Interesting Cases. 

By Frank W. Talley, M.D. 

(See page 23.) 

Sarcoma of the Uterus associated zvith Fibroma of the Round Liga- 
ment: Report of an Ihiiqiie Case. 
By John S. Clark, M.D. 
(See page 28.) 

Discussion. 
Dr. B. F. Baer: I have been much interested in Dr. Clark's paper. 
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1 have never met with a case of fibroma of the round ligament, but I 
have seen and operated upon many cases of tumor of the interior of 
the uterus similar to the one which Dr. Clark has described. I have 
here in this jar a tumor which I removed in June last from a patient 
aged forty-seven, which is, I think, the same pathologically as the one 
described, except that it was not associated with fibroid of a contiguous 
organ. The microscopic examination at the Polyclinic Laboratory 
proved it to be a round-celled sarcoma. It fills the entire uterine cavity, 
is as \iTgt as a cocoanut, and the clinical symptoms were much the 
same as in Dr. Clark's case. Within a period of two months, in May 
and June of this year, I operated upon four cases of uterine growths 
which projected into the uterine cavity from the fundus or side of 
the uterus, and the clinical symptoms were those of malignant disease. 
One woman, fifty-four years of age, lost forty pounds in weight in the 
preceding six months. Another case was a sterile woman thirty-four 
years of age. Her tumor was thought to be a fibroid, but to my sur- 
prise I found projecting into the uterus a degenerating tumor which 
is either a carcinoma or a sarcoma. It has not yet been examined 
microscopically. 

A point of practical interest in these cases is the operative technique. 
I have always believed that malignant disease of the uterine corpus 
was purely local, and therefore usually did supravaginal hysterectomy, 
just as if the case were one of fibroid, and I believe that every one 
thus operated is living to-day. The first one was operated on in 1893. In 
two or three of the worst cases the operative difficulties were formidable. 
The tumors were packed and incarcerated in the pelvic cavity and in 
one of them a portion of the tumor had pierced the uterine wall and 
was projecting into the broad ligament. This portion I inadvertently 
broke off and I thought the patient would bleed to death before I 
could clamp and ligate the vessels. She was so exhausted from the 
blood loss that to save time I concluded the operation by supravaginal 
amputation. After giving us considerable anxiety she made a good 
recovery, has regained the lost weight, and the pallor has disappeared. 
The cervix appears to be healthy and from my experience in other cases 
I do not think it will be necessary to remove it. 

Dr. Charles P. Noble; The case of Dr. Clark is unique so far as 
I know. I have never seen a tumor of the round ligament of any sort. 
The only sort of tumor I have seen in the inguinal canal was evidently 
due to old hernias, with adhesion of the sac. 

With reference to the sarcoma of the uterus, Dr, Clark's report 
is of special interest to me. because to-day T, received a tabular state- 
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ment of all the complications of fibroid tumors that I have ever seen. 
I find that I have iiad four sarcomas of the uterus. In one case 
the microscopic report was somewhat doubtful. The tumor was so 
necrotic that the pathologist would not say positively whether or not 
it was a sarcoma; it might have been a fibroid; tlie opinion was that 
it was a sarcoma. The presumptive diagnosis was the more probable 
as the patient apparently died of recurrence of sarcoma in the abdomen. 
However, there was no post-mortem. In the other three cases there 
was no question as to tlie microscopical report. In one case the diag- 
nosis was further confirmed because the patient died of sarcoma of 
the lungs. The third case disappeared. The fourth case had sarcoma 
of tlie cervix. In the other three there was sarcoma of uterus. In 
the case of sarcoma of the cervix there was a large necrotic mass fill- 
ing the vagir.a. Operation under the circumsiances consisted in re- 
moving the tumor which filled the vagina. In this case there was the 
history of a similar operation having been done for about the same 
condition some years before at the Woman's Hospital. I learned that 
the tumor removed then was also sarcoma. This woman refused to 
have a radical operation, and she also passed out of my knowledge. I 
have, therefore, certainty seen three, and probably four, cases of sar- 
coma of the utenis. 

As to the other complicaiions of malignant disease with fibroids I 
have had four cases of carcinoma of the body of the uterus complicating 
fibroids and seven cases of sarcoma of the cervix. The outlook from 
Dr. Clark's case would seem to be very good. My experience with 
sarcoma of the uterus has been bad. I believe the general literature 
gives the prognosis as bad. I once removed a sarcoma from the ovary 
that weighed seven pounds. That has been at least six years ago. The 
patient is well. With a case so well localized as Dr. Clark's it seems to 
me that the ultimate outlook is very good. 

Dr. Theo. a. Erck; I would like to report a case, a photograph 
of which I will pass around. The case was operated upon a year ago 
at the Gynecean Hospital for chronic pelvic inflammatory disease, 
and the specimen showed, in addition to other lesions, a fibroid tumor 
of the round ligament. 

In connection with the association of sarcoma and fibroma, I have 
a case which presents symptoms as did this particular case. A woman, 
probably 60 years of ajje. was admitted to the Frederick Douglass 
Memorial Hospital several days ago. Her general condition was bad, 
and a good history could not be obtained. She bad a profuse bloody 
discharge, which had been present for three weeks. I examined her 
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abdomen and found a tumor extending to the umbilicus, a lobulated 
tumor, cystic in some portions, solid in others. Vaginal examination 
showed that the cervix was not involved. Introducing my finger into 
the vaginal canal I found a mass which I took to be a necrotic fibroid 
or sarcoma. To-day I removed from the uterine cavity a mass as large 
as a fist ; it appeared to grow from the fundus. As fas as I could reach 
with my finger the interior of the uterine cavity was smooth. After 
having removed the necrotic tissues the tumor assumed an outline which 



showed distinctly that the patient had fibroid nodules. There seemed 
to be no adhesions. Certain features distinguished it from a necrotic 
fibroid and I believe the microscope will prove that this is a case in 
which we have association of either sarcoma or carcinoma with fibroma. 
Dr. Geobge Erety Shoemaker: It is a curious fact that although 
we have so many fibromas associated with malignant disease, the ma- 
lignant disea.^e does not involve the fibroma itself. They are generally 
separate. Last June I did hysterectomy for fibroma, where there was 
true carcinoma of the fundus involving endometrium and muscle but 
not the fibroma; another hysterectomy case this fall showed fibromatous 
interstitial masses with malignant disease of the fundus uteri involv- 
ing the bowel secondarily. The nodules of fibroma were not degen- 
erated. Dr. Clark's case illustrates the same thing: that the sarcoma is 
entirely independent of what fibromatous change there is in the uterine 
system. 
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Dr. J. M. Fisher: In considering these claims of the assocition of 
fibroma with carcinoma the question always arises whether or not a 
microscopic examination had been made to prove the diagnosis. I re- 
call a case of Dr. Nassau's in which he removed the uterus and in 
which there was apparently a collection of fibroids in association with 
carcinoma. Upon microscopical section all proved to be carcinomatous 
structure. 

Dr. John C. DaCosta: I would like to ask Dr. Dark if cases such 
as he has described do not sometimes recover after the removal of 
the polypoid mass, I had a case some few years ago in which I re- 
moved a mass larger than a big orange from a woman's uterus. The 
symptoms were such as those Dr. Clark described. The pathologist 
pronounced the specimen a sarcoma and said that the uterus should 
be removed at once. The woman refused operation, and recovered per- 
fectly. In all these years she has remained well and strong. 

I have not seen the condition which Dr. Clark speaks of, but I 
have seen different forms in the same tumor. There is now upstairs 
in the museum a specimen of fibroma and fibrosarcoma extended to 
the uterus, while in the fundus the condition is that of pure sarcoma. 
The growth was removed by me in 1891. 

Dr. Ci.ark; Answering the question of the president, I feel that 
taking such a case as this, where microscopically the growth is so 
definitely outlined, the pedicle stopping so abruptly, I cannot conceive 
of such a case when thoroughly curetted to have such a result. It 
would not be the plan of treatment which I should feel was the one 
to pursue. Under the circumstances of that case such a thing coul4 
be possible. 

In regard to the recovery of Dr. Baer's cases I think his statement 
is entirely correct. 

I am not in a position to refute Dr. Noble's statement from a sta- 
tistical standpoint, but taking this and the other case which I recall 
operating on in 1895, another case in Cullen's recent book, two of 
Olshausen's, and the four cases of Dr. Noble, we have a creditable 
showing in individual clinics. With the small number of cases at our 
hands it is difficult to say definitely as to statistics. 

After investigating this case T should have felt perfectly content 
had only the upper part of this tumor been removed, but in view of 
the fact that I look upon all malignant growths surgically. I make it 
a rule to remove all anatomically possible. I felt in this case, as under 
the same circumstances I should have felt in Dr. DaCosta's, that it 
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was safer to operate. 1 think Dr. Baer's method was the proper one 
in his case. 

Dr. Shoemaker's experience as to the course of these tumors I think 
is the common one. Up to within two years ago we did not know 
whether there was sarcomatous degeneration of them. Williams has 
worked the matter up carefully. Pick and Klebs of Berlin have stated 
that there is such a thing a£ the degeneration of one tumor into another. 
We have good autnority, however, for believing that the majority are 
merely coincident and that very seldom one is transferred over into 
the other. 

Dr. Charles P. Noule : I had an experience within the last month 
which might be of interest. It was not a uterine case, but a breast 
case. The patient had a myxoma of the upper outer quadrant of the 
left breast, which she had carried for eight years. The growth became 
sarcomatous and grew rapidly for two months before operation. The 
pathologist reported it to be a myxoma which had undergone carcoma- 
tous degeneration. The sarcoma had involved also the pectoral muscles. 

Official Transactions. 

Frank W. Talley, 
Secretary. 
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TREATMENT OF INFLAMMATORY DISEASES OF THE 
UTERUS BY IRRIGATION.' 

By Frank W. Tallev, M.D., Philadelphia, Pa. 

AdjuDCI Profneur of Gyntecology at the Fhlladeli.hia Polyclinic. GyniccalosIM to thcSLAgnea 
HuspiUil. 

On the evening of November 2, 1893, I reported before this So- 
ciety a method of troatment for acute and chronic inflammatory dis- 
eases of the uterus by copious irrigation with hot alkaline water. At 
that time I Had irrigated the uterus one hundred times for acute and 
chronic gonorrhceal inflammalion, metritis, and subinvolution. I have 
continued to practice this method of treatment with great satisfaction 
to myself and comfort to my patients. 

In order that the remarks may be intelligent to the Society, I will 
crave your indulgence in describing the method. 

For many years surgeons have made use of heat and moisture in 
combatting inflammation — either by directly irrigating the inflamed 
area or by using poultices, the effect of which is an immediate com- 
fort to the patient and an early cure of the inflammatory process. The 
hot irrigation atTects the part in a two- fold manner: first, by con- 
stringing the capillaries and driving the blood from the part, and sec- 
ond, by washing away the altered secretions and inflammatory prod- 
ucts, and especially is this true of the inflammations of the mucous 
membranes. Rhinologists and pharyngologists preface their treatment 
of the acute and chronic mflammations of their respective mucous 
membranes by the careful cleansing from altered secretions with alka- 
line solutions. Their theories are none the less applicable to the 
uterus. 

The apparatus for accomplishing the irrigation of the non-puer- 
peral uterus consists of a narrow cannula provided with two wires sol- 
dered to its convexity, which allow of the return flow of the irrigating 
fluid and permit the uterine canal to be washed throughout its entije 
extent. The cannula is curved at its extremity to provide for easy 
introduction, perforated at the end, and also in every direction at its 
distal end. and is of such a size thai it will easily pass through a No. 15 
French catheter scale. This cannula is attached to a fountain syringe or 

' R«ad. For Discussion, ste page 55. 
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similar reservoir containing the irrigating fluid, which should be of 
at least two quarts' capacity. A bath thermometer should be pro- 
vided for determining the temperature of the water. 

In order that the irrigation may be carried out in ambulatory 
patients without loss of time, I have provided a speculum with a fun- 
nel upon its lower valve, through which the return flow may pass by 
means of a rubber tube to a vessel at the foot of the table or under the 
bed. This makes it possible to irrigate the patient without danger of 
wetting the clothing or the bed. 

The solution used is water to which is added bicarbonate of soda 
— about a drachm to the quart, and enough carbolic acid to render it 
mildly antiseptic. The temperature of the solution for beginning the 
irrigation should be about i io° F., and this should be increased by cau- 
tiously adding hot water to the reservoir until the degree of tolerance 
of the patient has been reached. I have never been able to increase the 
temperature above 123° F. 

The effect of the application of heat and moisture is primarily to 
cause a vasomotor dilatation and congestion of the part. If the irri- 
gation be persisted in, however, the dilation of the capillaries gives 
way to constriction and the part becomes blanched and shriveled. This 
is well exemplified by the immersion of the hands into a basin of hot 
water. At first they are reddened, but if long exposed, blanched and 
wrinkled. 

This fact should be borne in mind in employing this treatment. 
Should the irrigation be stopped during its primary effect upon the vaso- 
motor nerves (i.e., that of capillary dilatation), the patient is left with 
a uterus more congested than before the treatment, and with aggravated 
symptoms. But if the exposure to heat and moisture be continued long 
enough, the capillaries contract, the uterine tissue becomes blanched, 
and the patient is immediately relieved of the symptoms incident to 
the engorgement of her pelvic organs. 

Th« cases amenable to this form of treatment are those in which 
the cervical canal is patulous and readily admits the passage of the 
cannula. Should the uterine musculature not be softened by inflam- 
matory process or the uterine canal be narrow and the introduction of 
the cannula be attended with force, the danger of uterine colic following 
the irrigation should forbid its use. 

In adapting the method to the treatment of uterine disease, the 
patient is placed in the dorsal position upon the examining table, and 
the reservoir containing two quarts of water at a temperature of 
110° F.. to which the bicarbonate of soda and carbolic acid has been 
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added, is hung upon some convenient support about four feet above 
the patient's level. The cervix uteri is exposed by the funnel specu- 
lum, the rubber tube of which dips into a bucket at tbe foot of 
the table. The cervix is washed with bichloride of mercury solution, 
I to 2O0O. The stream from the reservoir is allowed to flow throu^ 
the cannula until all air has been expelled and the instrument is then 
carefully inserted into the uterine cavity. The weight of the syringe 
tube may now be supported by passing it over the patient's knee. At 
first the water returning from the uterus contains strings of mucus 
and is discolored by the endometrial secretion, but soon it becomes clear. 
Hot water is added to that in the reservoir from time to time, gradu- 
ally increasing the temperature until the tolerance of the patient is 
reached, when the irrigation is allowed to continue until at least one 
gallon of water has been allowed to run through. The average time 
for this is twelve minutes. Should it be desirable to locally deplete the 
uterus by scarifying the cervix, this may be done before introducii^ 
the cannula, and the blood will be washed away with the return flow 
through the speculum. When the irrigation has been completed, the 
syringe tube is disconnected from the cannula, and this allowed to 
remain for a moment in place until the water remaining in the uterus 
has drained away. Should it be desirable to make application of 
alterative agents to the endometrium, they may now be placed upon a 
perfectly clean mucous surface. For the last few years the results 
in the treatment of metritis and subinvolution by irrigation alone have 
been so gratifying that I have come to depend upon it to the exclu- 
sion of intra-uterine medication. The treatment by irrigation is prefer- 
ably carried out at intervals of seventy-two hours. 
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PROCTORRHAPHY: THE SUSPENSION OF THE REC- 
TUM FOR THE CURE OF INTRACTABLE PROLAPSE 
AND INVERSION OF THAT ORGAN* 

By Charles P. Noble, M.D., Philadelphia, Pa. 

Sunfeon-la-CbleT, Ken>ln|;too Hotpltal Tor Wuinin, FhlladcIphU. 

Marked prolapse and inversion of the rectum in adults is a condi- 
tion which is well known for its intractable nature and for the diffi- 
culty of effecting a cure. It is not my purpose to discuss the a5tiol<^y 
of the condition nor the treatment of the recent and more simple cases, 
which can often be cured by the removal of the cause, and careful 
attention to the regulation of the bowel movements. I desire to ad- 
vocate a simple method of operation which prcmtises well in the treat- 
ment of intractable cases, and to report two cases in which this opera- 
tion ha* been performed. 

The good results which have been secured in the treatment of 
prolapse of the uterus by combining hysterorrhaphy with proper opera- 
tions upon the pelvic floor, and the similar results which have been 
secured by fixation operations in prolapse of the kidneys and even in 
prolapse of the stomach, suggest that the same principle should apply 
to prolapse and inversion of the rectum. The operation which I would 
propose is to open the peritonaeal cavity by an incision made through 
the left rectus muscle slightly below the promontory of the sacrum, to 
search for the sigmoid or for the rectum and to make trac- 
tion upon it^ until it is inverted and until " the slack " has 
been taken up. The point at which the lower portion of 
the rectum will come in contact with the abdominal wall on slight tension 
should be determined, and this point attached to the abdominal wall 
by three or more fine silk sutures. The sutures should be passed so 
as to include a portion of the rectus muscle, and should pass under 
the anterior longitudinal band of the rectum. In this way the bowel 
can be firmly attached to the abdominal wall with the least danger of 
penetrating its lumen and with the greatest prospect of permanent 
attachment. The abdominal wall should then be closed by the tier 
method. 

• Kearl. Kor /iitcus.u'nn, see )ia«e $>>. 
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The accompanying illustration demonstrates very clearly the method 
of operation. 

The history of the two cases is as follows : 

Mrs. I., age thirty-five, primipara, consulted me March 21, 1899. 
She complained of backache and a feeling of discomfort about the 
rectum, which she attributed to piles. She stated that she had had 



Proctorrhaphy. 

piles for about five years and that these came down and gave her a 
great deal of annoyance. The general examination threw no light 
upon the local trouble. Her health was otherwise good. Her bowels 
were obstinately constipated. On examination the supposed piles 
proved to be the inverted rectum. Because of the unsatisfactory re- 
sults which are usually obtained from the various direct operations upon 
the protruded bowel, I determined to perform a proctorrhaphy, which 
was done two days later. She made a prompt recovery, and was 
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discharged from the hospital March 25th. Her physician has told m» 
within a month that the (^ration has effected a permanent cure. She 
is perfectly well, with the exception that there is some tendency to con- 
stipation, for which it is necessary to administer a laxative. 

Miss D., age nineteen, consulted me March 13, 1900, ccHnplaining 
of a sense of weight or bearing down about the rectum and intense 
backache. During each bowel movement there is an inversion of the 
rectum. For some time she has had but little control over her sphincter 
muscle. The present trouble began three years ago, after an attack 
of constipation, for which she took a powerful cathartic. Her bowels 
are constipated, but otherwise there is nothing in the history bear- 
ing upon the local trouble. Upon examination the sphincter was found 
in a paretic condition. In the Sims' position or in the knee-dbow 
position it dilated under atmospheric pressure, so that the rectum filled 
with air. Examination with the proctoscope showed a relaxed rectum, 
which was otherwise normal. On April i6th proctorrhaphy was per- 
formed. The patient made a good recovery and was discharged about 
five weeks after Che operation. She consulted me in November, seven 
months after the operation, and reported that she had no trouble with 
her rectum until within a few weeks, wnce which time there has been 
some tendency to eversion of the bowel at stool. She is still consti- 
pated and has not taken her laxatives regularly. On examination 
the anus was found in normal condition, the bowel in silu, and, so far 
as an examination could show, the operation was entirely successful. 
As against this we have the statement of the patient that there is a 
tendency to recurrence of the old trouble. It is my judgment that rea- 
sfHiable care in the administration of laxatives and the use of eniemata, 
so as to avoid constipation and straining, will be sufficient to effect a 
permanent cure. 

When I operated upon the first case, March 23, 1899, I was under 
the impression that the operation was original with myself. I have 
since learned that it has been done by Dr. W, Joseph Hearn of Phila- 
delphia, in one case with a good result. Probably the first sm^on to 
perform this operation was McLeod of Calcutta (B. K. McLeod, 
F.R.C.S.E., "A New Operation for Prolapse of the Rectum," Lancet, 
Vol. II., p. 117, 1890). The technique which he employed, however, 
would not be likely to appeal to most surgeons. He introduced his 
hand into the rectum, reduced the inversion, put the rectum mi the 
stretch from below upward, and pressed the rectum against the ab- 
dcHninal wall, endeavoring to press the small bowels to one side so 
that the rectaJl wall would come in contact with the abdominal wall. 
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Two acu-pressure pins were introduced throu^ the abdominal wall and 
throiigh the rectum, penetrating its lumen, so as to fasten the rectum to 
the abdotninal wall. These pins were separated by an interval of 
three inches, and they were so introduced that the rectum was made 
to take the course of running from below upward and from within 
outward. Having fixed the rectum to the abdominal wall, an incision 
was made between the pins down to but not through the parietal peri- 
toneum. The hand was again introduced into the bowel as a guide, 
and fine sutures were introduced through the abdominal wall and 
through the wall of the bowel, avoiding its mticous membrane, and 
then out through the opposite side of the wound. In this way the 
rectal wall was attached to the abdominal wall. The acu-preSsure pins 
were ronovcd after twenty-four hours. The patient made a fah"ly 
smooth recovery, the wound healing by first intention. The result 
was a cure. 

The simplicity of the operation of proctorrhaphy and its com- 
parative freedom from danger, together with the good results whidi 
have been secured so far as reported, cwnmend it strongly, and I be- 
lieve it well worthy of a trial in the treatment of this intractable condi- 
tion. It is my own intention in future cases, should this c^ration 
fail, to cut down upon the rectum by a posterior incision from the 
border of the sphincter to the coccyx or to the sacrum, and then to dis- 
sect the rectum loose from its connective-tissue bed to a considerable 
extent laterally and pack the wound with gauze, allowing it to heal 
by granulation and cicatrization. It seems to me that with this proced- 
ure supplemental to proctorrhaphy, and the possible use of the cautery 
to make linear cauterization of the mucous membrane itself, we should 
be able to cure prolapse of the rectum without resorting to the more 
radical procedure of excising the prolapsed mass, as practiced by Treves 
and others. 
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LEFT LUMBAR NEPHRO-FIXATION AND ABDOMINAL 
MYOMECTOMY IN ONE SITTING, WITH REPORT OF 
CASE.* 

By Andrew J. Downes, A.M., M.D,, Philadelphia, Pa, 

GriEcologlil lo St. Mbi7'i HosplUI, Plilladaphla. 

The patient, Mrs. B., aged 39 years, came under my care in Feb- 
ruary, 1898, and the following month I operated on her, doing a curette- 
ment, trachelorrhaphy, anterior colporrhaphy, and an Emmet perinor- 
rhaphy. A year after, in the spring of 1899, she began to sufEer for 
the first time with pain in the left lumbar region. The pain was socm 
constantly present, often dull, at times very acute, shooting around 
into the upper left quadrant of the abdomen and down apparently 
along the course of the ureter into the bladder. It seemed worse at 
night while she was in bed. At times very severe exacerbations of pain 
and distress in the left lumbar region seemed to abate with unusually 
free urination. Vomiting and irritable stcMnach were pronounced feat- 
ures, and for a brief period associated with scanty menstruation, sug- 
gested a diagnosis of pregnancy. Extreme nervousness and palpita- 
tion of the heart were pronounced symptoms, as was also the greatly 
increased daily amount of urine, of a low specific gravity and light 
color. 

For live years this patient had had the sensation of intermittent 
swelling and enlargement in the right pelvic region, especially at her 
menstrual periods, and with the menstrual flow came a profuse, vis- 
cid, mucoid discharge, which she describes as like the white of an egg. 
The sensation of swelling would occur before and during the menses, 
and abate with the appearance of this discharge. Sometimes the swell- 
ing would seem to grow greater for three or four months, during which 
time there would be very scanty menstruation and little or no discharge 
of mucoid material. After such periods a profuse discharge would 
occur and the pelvic distention abate. The symptoms in the right pelvis 
were the only ones not relieved by the operations of March, 1898. At 
that time, before the operation, the uterus was enlarged, sensitive, re- 
troverted, but mobile. In the right ovarian re|pon there was found 
some enlargements, which I did not specifically diagnose. An exam- 

• Read. For Discussion see page 58. 
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ination in May, 1900, under chloroform, rendered necessary by abdom- 
inal adiposity, revealed a mobile left kidney and an enlargement in the 
right ovarian region about the size of an egg. Without an anaesthetic 
the uterus had previously been found very sensitive and retroverted. 
The individual kidney urine was obtained by my separate urines siphon, 
and a greater flow of urine demonstrated from the left side. 

Fixation of- the left kidney by lumbar incision and abdominal sec- 
tion, to relieve the condition in the right pelvis, was advised. 

Operation April 3. 1900. Left lumbar incision, kidney found below 
its normal level, and very mobile. Seen, even through its fatty capsule, 
it was intensely blue and cyanotic. It was freed from this outer cap- 
sule, to which it was quite adherent, brought out of the incision and 
rapidly became a natural kidney color. The adipose capsule was en- 
tirely freed from the kidney to where the blood-vessels enter its hilum 
and then pushed within the incision to rest underneath the kidney. The 
capsule propia was incised aloi^ the whole length of the dorsum of the 
kidney and turned back so as to expose fully one-half of the kidney 
proper. Two strips of gauze, each two inches wide, were used to sus- 
pend the kidney in the incision, one surrounding each pole, the two 
strips meeting diagonally over its median dorsal surface. One 
suture through the middle of the incision and the suspending gauze 
prevented recession of the kidney, and maintained it against the mus- 
cular opening, to which it was destined to adhere by its granulating 
surface. The ends of the indsion were closed and the wound dressed. 

The patient was now placed in the dorsal position and the abdomen 
opened. The retroverted uterus was brought up to the incision. A 
small, spherical fibroid half an inch in diameter was found on the poste- 
rior surface of the fundus and a larger one, three-fourths of an inch in 
diameter at the right comu, imbedded in the uterine muscle, and ex- 
tending somewhat beyond the uterine line into the tube; and beyond 
this point, was a large, clear, fairly thin-walled hydrosalpinx, surround- 
ing near its fimbriated extremity an adherent cystic ovary. The fibroids 
were removed and the small incisions sutured. The tube and ovary 
were exsected, the uterus attached in slight anteversion to the muscular 
layer by a kangaroo tendon, and the abdomen closed. 

The gauze suspending the kidney was removed on die eighth day, 
when the back of the kidney could be seen closely set in the muscular 
slit prepared for it. The method of applying the gauze used in this 
and two other cases in the last fifteen months is unusual and insures, if 
these three cases are indicative, fixation of the kidney. The method is 
as follows: 
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A two-inch strip of gauze is placed around one pole, say the lower, 
but so that very little of the under surface of the kidney is in contact 
with it and the strip carried diagonally up across the kidney. A sim- 
ilar piece of gauze is attached in the same manner around the upper 
pole and the strip carried diagonally downwards. The two strips of 
gauze meet, with their four ends, over the middle of the kidney. A 
large triangular space on each side of the kidney, around and above the 
hilum, is not covered by gauze; this surface unites to the muscular 
layer even before the removal of the suspending gauze. At a point in 
the incision, on a line with the center of the back of the kidney and 
where the gauzes meet, a suture of silkworm gut is taken down and 
into the outer muscular layer, through the gauze close to the kidney, 
and out through the other side of the incision. This suture, when 
tied, fixes the gauze to the kidney like a cap and prevents any recession 
whatever and insures contact of the uncovered portion of the kidney 



View lcx>king down from Posterior Side. 

to the muscular slit it is suspended against. In removing the gauze 
on the eighth day tlie double piece is grasped near the pole by forceps 
and each is removed as a whole from around the ends of the kidney 
without disturbing the bed it is resting in or the adhesions already 
formed between the muscles and that part of the kidney which had not 
been covered by gauze. By this method when the gauze is removed 
nearly the whole of the posterior surface of the kidney can be felt and 
partly seen. On subsequent dressings, as long as a finger can enter the 
incision, the kidney is found, its outer surface level with the outer mus- 
cular layer and, therefore, the body of the kidney from pole to pole 
adherent to the split in the muscles prepared for its reception. The 
kidneys I have fixed by this method remain as placed, with relief to the 
complex us of symptoms. 

The condition found through the abdominal incision in this case is 
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worthy of notice. Prior to operation I iiad paid too little atteDtion to 
the patient's description of the mucoid material and her feeling of in- 
termittent distention in the right pelvis, A diagnosis of tumor had been 
made by a former attendant. Whenever I examined the patient I found 
no evidence of a growth larger than that discovered at the operation, 
but I never examined her when her side was what she considered 
distended. 

The operative findings are extremely interesting and account, in my 
judgment, for the opinion that the cystic condition of the right tube did 
intermittently increase in size by retention and decrease when the ten- 
sion was sufficient to lift the cornual growth and relieve the pressure 
at the uterine end of the tube. The specimen of the tube and ovary 
shows little the condition found at the operation. 

The tube collapsed on section. The material formalin and alcc^ol 
has further shrunk it. The drawing made by Dr. Carey, assisting at 
the operation, is very close to a life representation. The cornual fibroid 
must have acted not exactly as a ball valve, yet with the same effect. 
It obstructed the uterine end of the tube, the liquid contents of which 
gradually increased, giving the feeling of distention and in reality dis- 
tending the tube until, with the increased distention due to menstrua- 
tion, the tension became sufficient for the contents to break by the bar- 
rier and the mucoid discharge appeared with the menstrual flow and 
the feeling of distension and pain abated. The patient was left after 
the operation with a healthy left ovary, a uterus in its proper positicHi, 
not sensitive and without discharge. Her kidney is fixed. She has no 
abdominal or renal symptoms. 
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TRANSACTIONS OF THE PHILADELPHIA OBSTETRICAL 
SOCIETY. 

Stated Meeting, December 6, 1900. 

The President, John C. DaCosta, M.D., in the Chair. 

Treatment of Inflammatory Diseases of the Uterus by Irrigation. 

By Frank W. Talley, M.D. 

(See page 44) 

Discussion, 

Dr. E. E. Montgomery: I have been nvuch interested in the report 
and in the method of treatment. The method carries to the affected 
structures the heat and medication much more effectively than the 
method ordinarily pursued in the use of vaginal douches, and certainly 
cannot be provocative of good. I can appreciate what the doctor said 
regarding the avoidance of irritant colic. We all know that the cases 
in which the cervical canal is narrow are the cases in which it is very 
unwise that intra-uterine applicaticois shduld be made. During the read- 
ing of the early part of the paper there occurred to me the thought of 
the possibility of uterine colic and of the contraction of the uterus, 
forcing the fluid into the tubes and peritonaeal cavity. With an alkaline 
solution this is not necessarily of any serious gravity. I should hesitate 
somewhat as to the possibility of danger from a carbolized scriution of 
any strength. As T said before, I am much interested in the report of 
the case and the method of treatment. 

Dr. Talley : I would say, in r^ard to the cAj'ection referred to by 
Dr. Montgomery, that the wires attached to the convex surface of the 
cannula provide a space through which the irrigating fluid freely returns 
without causing any intra-uterine pressure. Besides, the uterine ends 
of the Fallopian tubes are so tiny as to barely admit the passage of the 
finest probe ; unless, therefore, there should be a considerable degree 
of intra-uterine pressure I doubt whether the fluid would find its wav 
into them. For ^ven years this line of treatment has been followed 
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in the GynKcolt^cal Dispensary of the Polyclinic Ho^ital and also in 
that of the Pennsylvania Hospital, and during that time, with carefully 
selected cases, such an accident did not happen. In two cases uterine 
colic occurred, but in these the uterus was injected with strong solu- 
tions of nitrate of silver or with carbolic acid or Churchill's tincture of 
iodine following the irrigation, and the colic was due to the injection. 
I would also remark that the comfort experienced by the patient imme- 
diately following the irrigation is very gratifying. 

The patient who enters the room sufferit^ from dragging pelvic 
pains and feeling of weight in the pelvis, incident to the engorged 
uterus, rises from the table, after an irrigfation with two or three gal- 
lons of hot water, expenencing a sense of lightness and comfort that 
fully repays the extra trouble the irrigation has caused. 

Proctorrhaphy: The Suspension of the Rectum for the Cure of In- 
tractable Prolapse and Inversion of That Organ, 

By Charles P. Noble, M.D. 

(See page 47.) 

Discussion. 

Dr. Montgomery: When 1 saw the title of Dr. Noble's paper I took 
the liberty of inviting Dr. Hearn to be present and take part in the dis- 
cussion, as he has operated in a case of prolapse, the most pronounced 
probably which has ever been seen. 

Dr. W, Joseph Hearn : The case to which Dr. Montgomery refers 
was one of complete prolapse. I had intended to operate in the usual 
way by excision, and had the patient in the operating room, but before 
(^)erating I asked her to stand between two chairs and to press down 
the prolapse to the full extent. To my surprise there was a seven-inch 
tumor from the body, of eighteen inches in its largest circumference, 
and conical in shape. We thought that some of the bowels had dropped 
into this prolapse. We determined to do the operation that has been 
suggested by Mclean. One of the assistants carried his hand into the 
bowel. His arm went as far as the elbow, and in that position we made 
a double row of sutures, including all but the mucous membrane of the 
bowel, using kangaroo tendon. In addition to that, after stitching the 
bowel fast to the abdominal wall we took out a V-shaped piece of the 
rectum, because the sphincter had been so much relaxed that it was 
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powerless. The woman was about forty-five years of age, and was still 
menstruating. She had a most capacious pelvis. Except for the pro- 
lapse she was in perfect health. She had suffered for seventeen years 
and had managed to support the prolapse by a bandage. Within the 
last two years the. condition had become almost unbearable, and she 
was compelled to be operated upon. I did the operation in the middle 
of June. I see her frequently, and she still has great comfort. There 
is slight relaxation from the sphincter. She never suffered from con- 
stipation, but still suffers from a tendency to diarrhosa. There seems 
to be no cause for the condition except the copious pelvis and the 
abdominal fat. She did exceedingly well after the operation, the tem- 
perature being never more than normal. She was in bed three weeks, 
and left the house at the end of four weeks. I think that in cases of 
cc»nplete prolapse I could recommend this operation in preference to 
excision. In this case it would have been impossible to excise because 
it would have opened the peritonaeum in such a way that it never would 
have closed satisfactorily. I am indebted to Dr. Montgwnery in con- 
nection with the case for his very kind advice and assistance. 

Dr. E. E. Montoomery; The paper opens up a field in surgery 
which I think is applicable not only to the class of cases to which Dr. 
Noble has referred — prolapse — but also cases of many patients who 
suffer from abdominal distension and more or less constipation. Dis- 
charge of the contents of the gastro-intestinal tract is obstructed as a 
result of prolapse of a portion of bowel into Douglas's pouch, particu- 
larly of the sigmoid flexure and colon. The fastening up of the bowel 
suggested will, in many of these cases, serve a useful purpose in reliev- 
ing the accumulation of gas or the congestion of the intestine itself 
from the kinking of the bowel. In the class of cases for which it has 
been suggested the experience of Dr. Heam, as just related, fully 
demonstrates the usefulness of the procedure. To have amputated the 
bowel in this case would have necessitated the excision of the greater 
portion of the descending colon. The resident physician, who assisted 
us, had his arm in the rectum up to the elbow. The hand was carried 
up to just beneath the spleen on the left side, so we had the bowel 
stitched the whole length of the adbominal cavity, and, as Dr. Heam 
has said, with two rows of stitches. It seems to me that no other plan 
of treatment could be considered so satisfactory. The operation of ex- 
cision of so large a tract would be attended necessarily with great dan- 
ger to the patient. The intestine, also, would be subsequently left in a 
very uncomfortable state. 

Dr. C. P. NonLK: I have only to say in closing that it might be 
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ui^ed zs an objection to the operation that 5om« trouble might arise 
from the fact that the bowel is made adherent. We have all, as sur- 
geons, recognized that while trouble results from adhesions of the 
small bowel that the large bowel bears adhesions very well. I have per- 
sonally never known any trouble from an adherent large bowel. 



Left Lumbar N ephro-Hxalion and Abdominal Myomectomy in One 
Silting, with Report of Case. 

By Andrew }. Downes, M.D. 

(See page 51.) 

Discussion. 

Dr. C. P. Noble: There are two operations covered by Dr. 
Downes' report, fixation of the kidney and the abdominal operation. 
Like most surgeons I am in the habit of doing a number of operatic»is 
at one sitting, more particularly such operations as for prolapse of the 
uterus. I have never operated on the kidney and then done an abdom- 
inal section. It has always seemed to me that as it is the function of 
the kidney to maintain life that it is well to Ihnit the operation to that 
of the kidney aloite. The result of Dr. Downes' operation is all that 
could be asked for, but I am inclined to believe that it is a wise rule to 
let an operation on the kidney suffice for one day. 

As to the method, the principle of packit^ with gauze is one with 
which I have had no personal experience. I have fixed the kidney in 
about fifty cases, always using sutures, and the result has been so good 
in my hands that I have felt no desire to change the method. In an 
early number of the American Medical Association Journal there will 
be a report of my own work in this direction, with a report of the final 
result in all the early cases. I have not been able to see every case, but 
all the early ones I have either seen or communicated with them or 
their physicians. I have never had a case in which I have had any 
reason to believe there has been a recurrence of the mobility of the 
kidney. The men who advocate the use of gauze as against the sutures 
allege that the fixation made with sutures is not permanent. This is 
not in accord with my experience, and until some of my cases turn up 
loose I shall continue to feel satisfied with the suture method. 
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The men who advocate the use of gauze allege also that with the 
use of sutures there is the danger of extravasation of urine, and of 
calculi in the kidney. Neither cf these accidents has occurred in my 
experience, and it seems to me that with proper medical supervision 
both of these contingencies must be remote. The sutures are not 
passed deeply enough through the kidney to go into the urinary canals. 
I think no case of stone has been reported, although the kidney has been 
sutured for many years, I think that also is purely a theoretical risk. I 
have heard that there have been cases of urinary extravasation, but 
what evidence in support of this there has been 1 do not know. An- 
other alleged danger of sutures is the destruction of the kidney as the 
result of urinary extravasation or the result of infection of the kidney. 
Among the fifty cases upon which I have operated two of the first three 
suppurated. This was because the cases were drained following the 
EdE4x>hIs method. Since then I have abandoned drainage, and out of 
fifty there was only one suppuration, a case in which both kidneys were 
fixed. I think the possibility of suppuration from the suture method is 
very remote. On the other hand, I think the risk of pyonephritis from 
the gauze method is very great. By this method the kidney surface is 
laid bare, that is, the lymphatics of the kidnye are brought into contact 
with the external wound, and we invite suppuration by leaving the 
c^)en wound in contact with the skin when we know that all such wounds 
are invaded by micro-organisms. 1 think, however, that it is well to 
wait for a greater length of time in order to compare the dangers of 
the two methods. On theoretical grounds, however, it seems to me 
that the chances of danger are greater by the open method. 

Dr. Montgomery: I have practiced the operation of renal fixation 
for some years and have operated in a number of cases in which it was 
necessary to do abdominal operation and at the same time an opera- 
tion for the displacement of the uterus. I am not inclined to feel the 
hesitancy expressed by the last speaker in regard to doing the double 
operation, for the reason that in none of the cases in which I have oper- 
ated, doing an abdominal operation and a renal fixation at the same 
time, has there been any increase of disturbance during convalescence. 
Where a patient has had to undergo an abdominal operation for some 
displacement of the uterus or for a diseased condition within the 
abdominal cavity, and looks forward to later date for having an opera- 
tion to fix the kidney, she necessarily experiences great nervous anx- 
iety. Many patients will fail to submit to a second operation and would 
rather suffer from their distress than undergo a subsequent period of 
discomfort from the operation. Then, too, it is a matter of consider- 
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able importance as to the expense of time and money required for the 
two operations, Por these reasons I have been in the habit, where it is 
necessary, of doing two operations at the same time. In one case, 
which I have mentioned in this Society, I removed a urethral caruncle, 
amputated the cervix, did perineorrhaphy, a ventro-fixation of the 
uterus, a fixation of one kidney and the excision of a cyst from the 
lower part of the other. I would not want to repeat the cq>eration 
although the patient did recover, and must confess that I had a week 
of great anxiety, because both kidneys had undergone injury. I did not 
know before the fixation of one kidney was made that the other kidney, 
which was floating, contained a cyst which had a calcareous wall. I 
have had the misfortune in one case to have a discharge of urine for 
some three weeks following an operation for renal fixation. This was 
a case in which there was no drainage employed. The patient, two 
days later, had symptoms of so grave a character that I could not but 
feel that there was urinary infiltration. I reopened the wound by re- 
moval of all the sutures, when there was at once a discharge of urine 
from the back. This case was one in which the sutures had not been in- 
troduced deeply, and yet there had been this discharge of urine from a 
dilated kidney, which had been dilated, possibly, by an accumulation of 
urine within its pelvis. The patient has recovered, and has had no dis- 
tress on that side. The sinus has healed, but it was an unpleasant ex- 
perience. I am now in the habit of making an incision into the capsule 
of the kidney, which is turned back and sutured with catgut to the 
muscle wall without an ysutures entering the kidney structure. This 
method seems to result in fixation and holding of the kidney in place. 
I saw during the last summer an exceedingly interesting case, with 
Dr. Steinback at the Polyclinic Hospital. The woman had, a few days 
before, had a large cyst of the left kidney emptied by the aspirator. 
Two gallons of fluid were removed, which demonstrated the fact that 
the kidney had been out of circulation for some time. There was 
almost immediately total suppression of urine. This continued for 
thirty-six hours. The right kidney became enlarged, and the case pre- 
senting indications of uttcmia, Dr. Steinbach made an incision over the 
right kidney, and found its pelvis distended with urine, which he 
emptied by an incision throught the kidney, and attempted to pass a 
probe down the ureter. A tube was introduced into the pelvis of the 
kidney, packed about with gauze to control bleeding, and the patient 
for the next three weeks had all the urine excreted through this wound. 
At the end of this time the drainage tube was removed and the urine 
b^an to pass through the ureter into the bladder. Dr. Steinbach re- 
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ports the patient entirely recovered and still gaining in health and 
strength. The case is very interesting in showing what can be done in 
a patient who has but a sin^e kidney. Certainly the operation done 
by Dr. Steinbach was one which was an absolute saving of life. 

Dr. W. Joseph Hearn: Like Dr. Noble, I never use gauze, but 
always content myself with sutures. I have not had any relapses that 
I know of. In every case that I have operated on I have made a large, 
raw surface on the back of the kidney, attached that to the muscle and 
ck)sed without drainage. I have never had any serious trouble, but I 
have a kidney case, which I want to show some time, of a woman who 
cante under my care with a lat^ kidney tumor, which I first thought 
to be ovarian. It contained two quarts of fluid, and upon closer exam- 
ination it was found to be a kidney. It contained at least a gallon of 
water. The condition had been going on for years, and the woman did 
not survive the operation. In iact it was found necessary to transfuse 
salt solution, but the patient died forty-eight hours afterward. This 
case was of interest in showing the size of the kidney. The tumor was 
so large that I did not suspect it to be the kidney. I know that several 
of my friends use the gauze in case of movable kidney, but I have not 
had any personal experience. 

Dr. DowNES : I had hoped some one would ^leak of the symptc«is 
produced by pressure of the tumor. One reason that I did the com- 
bined operation was that the patient, when she found that she was 
suffering from this kidney condition begged that I would not forget 
that she wanted the abdomen examined and the cause of all her troubles 
removed. 

I reported the use of the gauze especially on account of the method 
of using it. It goes from pole to pole, meeting at the center, forming a 
cap. The splitting of the capsule has little or nothing to do with the 
method; some would prefer to split it, others not; but the gauze sus- 
tains it whether split or not. 

Official Transactions. 

Frank W. Talley, Secretary. 
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TWO INTERESTING CASES.* 

By Charles P. Noble, M.D., Philadelphia, Pa. 

I, — Multiple Sinuses in the Perinmim resulting from Infection and 
the Failure to remoi'e Sutures. 

I operated to-day upon a case which shows that even a perinseal 
operation may be followed by very annoying sequelae. This patient 
was operated upon in a hospital in an adjoining town, in June last, for 
procidentia. The operation consisted of amputation of the cervix, re- 
section of the anterior vag^al wall, perinseorrhaphy and hysteror- 
rhaphy. The perinseal wound became infected, and the swelling and 
soreness due to this probably account for the fact that in removing 
the sutures from the perinseum one was overlooked, and at least four 
were cut so that the knot was removed but the loop left in the peri- 
neum. The perinseum continued to be inflamed, and from time to time 
pus was discharged from one or more openings. In December she 
consulted me, about six months after the operation. I was able to re- 
move one suture and to fish out a piece of suture from one of the 
sinuses. The parts were too sore for further exploration. She was 
admitted to the hospital, and after the use of hot packs to reduce the 
soreness a more careful examination was made. It was then found 
that the perinaeum was riddled with sinuses, so that it was opened 
from just in front of the anus to at least an inch and a half within the 
plane of the hymen. Several loops of stitches were found in the 
sinuses. Two weeks later what appeared to be an ischio-rectal abscess 
made its appearance. The patient stated that she had had such an 
inflammation following the operation, which was relieved by a dis- 
charge of pus into the vagina. On cutting into the abscess a loop of 
suture was found, which had migrated at least two inches from its 
point of insertion. The abscess communicated by a sinus with the 
perinaeum. 

Presumably all of the sutures are now removed, and healing may be 
expected. 

The case is reported as illustrating the great amount of suffering 

• Resd. For Ditcussion see p. 70- 
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which may be entailed by infection of a perinxal wound, and also to 
show the necessity for extreme care in the removal of sutures. Had 
the perinxum not become infected, in all probability nothing worse 
than superficial sinuses would have resulted from the suture materia) 
left in the perinseum, and this would probably have worked its way 
out spontaneously, but the combination was too severe for nature's 
powers at elimination. 

II. — Pelvic Abscess resulting from Attempted Abortion in an (/miot- 
pregnated Woman. 

I operated upon a case to-day that was unusual. We all of us have 
very frequently operated for pelvic abscesses, as the result of criminal 
abortion, but I have never operated when a patient tried to commit an 
abortion when she was not pregnant, but I had such a case to-day. A 
young woman who supposed herself pregnant went to one of our 
instrument shops and bought a.uterine syringe. (I was not aware 
that the instrument shops sold uterine syringes to the lay public.) She 
injected water into the uterus. There was no reason to believe that 
she injected this fluid into her tubes, as she didn't have any marked 
pain or collapse at the time. She was miserable after this experience. 
I think she had a moderate infection and moderate peritonitis, but she 
kept at her work. As her monthly sickness was not satisfactory to 
her, the next time it came on she again injected a syringe full of water 
into her uterus, and became quite sick. About a week after this 
experience she called in the family physician, who found she had 
a temperature of 104° and a rapid pulse. Then I was consulted. At 
Ihat time the uterus was quite movable, and there was nothing to be 
fett in the right side of the pelvis, but there was a distinct abscess in 
the left side, so about two weeks ago I incised that abscess and drained 
it. The patient did quite well for some time, and then had a recur- 
rence of her symptoms, extension of the peritonitis and another abscess, 
and to-day I opened this in the right side of the pelvis. 
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TRANSACTIONS OF THE PHILADELPHIA OBSTETRICAL 
SOCIETY. 

Stated Meeting, January 3, 1901. 

The President, John C. DaCosta, M.D., in the Chair. 

Pyosalpinx Empties Through Uterus. 

Dr. L. J. Ham mond : This is a report of a case that has been of con- 
siderable interest to me, having freshly in mind the paper presented 
to this Society by Dr. Clark on the "Conservative Treatment of Fluid- 
Inflammation within the Pelvis." 

This is a woman, 24 years of age, married; three children; I think, 
one miscarriage. The last pregnancy she miscarried. I saw her two 
weeks ago to-day and found the left pelvic region full, thoroughly dis- 
tended, so that by vaginal examination I felt quite sure there would 
be no difficulty whatever in tapping through the vagina and draining 
the cavity through the vagina, as I believed it to be an abscess cavity. 
She was removed to my place, and the husband was very desirous in- 
deed that nothing in the way of an operation should be done, at least 
for a few days. She was very sick, indeed, but having her directly 
under observation I thought I could risk a few days in studying the 
condition. I placed her, of course, absolutely at rest, and with pres- 
sure — three-pound salt bags over the abdomen and vaginal douches, six 
quarts of water at a temperature of 115 to 118 every three hours during 
the entire twenty-four hours — determined to note the results. To my 
surprise, within twenty-four hours after admission there was a free 
scro-purulent discharge from the uterus and a very rapid subsidence of 
the left pelvic effusion. The treatment was continued, as I have out- 
lined. In addition, however, the bowels were freely acted on by saline 
solution every second day. The treatment had been, as I say, con- 
tinued on those lines until to-day the patient is absolutely well. There 
is only left to indicate the existence of a former pelvic inflammation, 
what I believe to be an enlarged left tube. The temperature and 
pulse are both normal. When she was admitted she had a pulse run- 
ning from 116 to 124, temperature 102 to 103. That was for the first 
twenty-four hours. After that it rapidly subsided, especially after the 
discharge of pus from the uterus had begun. 
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The case was of extreme interest to me, because of the rapid sub- 
sidence of the very pronounced inflammatory exudate within the left 
pelvic region and also because of the marked conservatism I had prac- 
ticed in the matter, rather exceptionally. I had always, and indeed I 
thought in this case, as in ail heretofore, I would be obliged to do the 
usual operation of free incision through the vagina, or through the 
aljdominal route. It certainly was a very gratifying result, and I 
would like to hear from those of larger experience whether they have 
had such results following this method. 

Discussion. , 

Dr. J. C. Da Costa: Did you notice where the discharge came 
from — from the uterus or walls of the vagina ? 

Dr. Hauuond: I introduced a duck-bill speculum, in order to 
assure myself on this point. The cervix was quite patulous, enabling 
me to introduce my index finger after the second time I examined her. 
I saw it pouring out directly through the cervix. The husband gave 
a history of having had gonorrhcea. Therefore, the woman was in- 
fected — gonorrbceal infection — six or eight weeks previously. 

Dr. Shoemaker: Did this follow abortion? 

Dr. Hammond: She aborted at the last pregnancy, which was 
probably a year before any pelvic symptoms developed. I am not 
positive as to the date, but so far as I could team it had no relation 
to the present condition. There seemed to be a direct history of gon- 
orrbceal infection. 

Dr. George Erety Shoemaker: It seems to me that the crucial 
point in that history is that nature came to the relief of the condition 
by draining the tube. That unquestionably does occur in some of 
these infected tubes. Whatever the theories may be, I have known 
it to occur in several instances, and when the drainage is sufficiently 
free there is nothing to prevent permanent ultimate recovery. Sur- 
rounding adhesions, and what is called "exudate," disappear. The 
difficulty is that this method of cure is so uncertain and so unusual 
that in the majority of cases we are driven to the operation later. 

I have watched a good many cases of acute salpingitis, and it is 
my custom, when they come to the hospital in the acute or sub-acute 
stage, if there is not some urgent reason for operating, and if the 
leucocyte count is not steadily rising, to let them wait until the acute 
symptoms subside, before operating. Sometimes I have kept them 
three. or four weeks under conservative treatment, and occasionally a 
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case will determine of itself whether the vaginal or abdominal route 
is the better one, but the case of the happy solution to which Dr. Ham- 
mond refers is very unusual. In salpingitis there is not as much dan- 
ger as in appendicitis, from waiting for acute symptoms to subside, and 
a more conservative operation, as regards loss of organs, may be 
done at the later date. 

Dr. Noble : As Dr. Shoemaker has already pointed out, . the 
reason the conservative treatment was so successful in this case was that 
nature drained the pus accimiulation, instead of the surgeon. My own 
experience is quite similar to that of the other speakers, that this ter- 
mination of acute suppurative inflammation in the pelvis is unusual. 
I have seen, however, more particularly in puerperal cases, quite a 
number of patients, in whom there was an enormous exudate, go on 
to recovery, cases where early in the history of the case the constant 
high temperature and sweats led one to suspect that pus was present. 
Between ten and fifteen years ago I was connected with an obstetrical 
hospital, and the asepsis of the lying-in woman was not as perfect as it 
is to-day, and I had occasion to see quite a number of patients of this 
kind, and several of them I remember very distinctly, where not only 
the pelvis was full of exudate, but where marked peritonitis had been 
present, and where the abdomen, from the umbilical region down, was 
more or less solid from peritonitis and exudate. I ronember very well 
some of these cases becoming well, at least getting over the primary 
attack, without any operative interference. I have seen quite a num- 
ber of cases, puerperal cases also, in which an immense exudate in the 
pelvis was a cellulitis — lymphangitis — acute puerperal cellulitis — in 
which suppuration did not take place and where absorption occurred 
after a number of weeks. I think after labor, if intra-peritonjeal ab- 
scess does not occur, that this result is far less uncommon than in the 
gonorrhceal cases. In gonorrhceal cases we do know that even the 
chronic pus tubes occasionally discharge. Only last month Dr. Downes 
reported such a case here, in which there was recurrent discharge of 
purulent material from the right tube, and where this was demon- 
strated to be the case by subsequent abdominal operation. I have seen 
a number of cases in my own experience. In general, I think, in the 
gonorrhceal cases it is very uncommon and not to be looked for. So 
that the result from Dr. Hammond's case, judging from my own ex- 
perience, was a happy accident rather than the result of the treatment 
employed. 

Dr. J. W. Fisher: I have a patient under observation now and have 
had for several years who has a regularly recurring, profuse, watery 



Digitized by Google 



The Phitadelphia Obstetrical Society. 



discharge from the uterus following each menstruation. Previous to 
the onset of the flow, usually an enlargement appears on one side of 
the uterus, after menstruation this discharges its contents, with a 
consequent diminution in size. It is a watery discharge, and evidently 
represents the fluid constituents of a hydrosalpinx that finds free 
diunage through the uterine extremity of the tube. I have watched 
this ease for over three years. Once in a while she has an acute attack 
of pain upon the side of the enlargement, and in several instances upon 
making pressure upon the mass I have caused quite a free discharge 
of fluid to take place through the vagina. 

Dr. DowNES : The case that I reported last month was not a case 
of pus tube. It was a case stHnewhat similar to the description of Dr. 
Fisher's case. It was a fibroid in the cornu, blocking the tube, causing 
it to All, but emptying when the tension became sufficient to lift off the 
fibroid. 1 recall one or two cases somewhat similar to that described 
by Dr. Noble. 

I remember having a woman with puerperal sepsis within a year 
who was in very bad shape, whom I curetted and douched continu- 
ously, and in whom I found a very targe mass on one side. She had 
all the evidences of syphilis, including eruption. It was a somewhat 
complicated case. She was delirious for over a week, but she seemed 
in very good shape all the time. There was quite a discharge, and 
there was good reason to believe it was a gonorrhoeal case. She got 
around. I insisted on operating upon her at that time, after I had her 
in fairly good shape, but she wouldn't have it done. She came up to 
St. Mary's within a month, and I found no evidence whatever of the 
pelvic mass. She wanted an operation at this time, but I refused to 
give it to her. 

I had a case brought down to the operating room to-day which 
-came in a few days ago. She was married nine months ago. Her 
history: She had gonorrhcea immediately following marriage. She 
had a profuse discharge at that time, and has had it off and on over 
since. I detected considerable enlargement in the left tube, and made 
a diagnosis of pus tube with elevated temperature. I found this tube 
three days ago, and to-day I brought her down and intended to open 
her abdomen after curetting, but the tube seemed to have become 
smaller. I dilated and curetted the uterus — and cauterized it with pure 
carbolic acid and alcohol, and gave her a very copious uterine douch- 
ing for about fifteen minutes and let her go. It struck me to-day 
that there had been some recession of that tube since a few days ago, 
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and her temperature was a little lower, so I decided to give her a 
chance without resection. 

Dr. Stubbs: I have had a case under note for a few years, some- 
what similar to the cases reported — enlargement of the right tube. 
The patient at periods will have a temperature, a great deal of tend- 
erness, soreness on the right side and nausea. After the occurrence of 
these symptoms she will have a discharge of pus from the bowel ; then 
the soreness will pass away and she will appear to be well for some 
time. I think there is enlargement in the tube, and I think there is 
some connection between the growth and the bowel. I .would like to 
Icnow whether you think pressure has had anything to do with the 
favorable results in this case reported. 

Dr. J. C. DaCosta : Dr. Hammond's case, as Dr. Noble has said, 
to my mind is an unusual one at these times, not so frequently met 
with as was the case before we operated as early as we do now. It 
brought up to my mind, while he was speaking, two cases under my 
-care nearly twenty years ago. It was before we operated on every 
growth in the pelvis, before we knew anything, we may say, or very 
little of asepsis or antisepsis, and the day when we were not at all afraid 
1o use the uterine sound. One of the routine methods then was to use 
the uterine sound. One of these cases was about fifty years old, a 
widow for some years ; the whole genitalia was inflamed, the perinieum 
and cervix, with a large mass in the left pelvis. She had high tem- 
perature and other symptoms of pus — septic infection. I told her she 
would probably have to have an operation done, and while examining 
her I put the sound into the uterus. It went up two and one-fourth 
to two and one-half inches on the right side. When I turned it to the 
left side, to my surprise, and no little anxiety, the sound slipped up five 
and a half inches. I took it out; and the next day, when I saw her, 
I noticed a change at onee in the pulse and temperature; she said: 
"Doctor, I have been losing a great deal of pus." I said : "What do 
you mean?" Her answer was: "I have lost fully a pint of pus 
through the vagina." I examined her, and to my surprise that big 
mass on the left side was gone. Now, I must accidentally have hit 
with the sound the opening of the left Fallopian tube. It was proba- 
bly distended with this pus, almost ready to burst, and the little manip- 
ulation must have allowed the sound to slip into it and, unwittingly, I 
catheterized the tube. There was profuse discharge of pus. The 
woman recovered, and she is well to-day. 

The second case was that of the wife of a young business man in 
town who had a very large mass in the right side of the pelvis, a mass 
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as lai^ as my two fists, probably iour to five inches in diameter. I 
didn't introduce a sound into her, but I toM her husband what I thought 
it was, and I thou^t an operation would be necessary to remove it. I 
didn't see her until two or three days afterward, when I made a visit 
to the house. The woman was in bed and told me she had had a pro- 
fuse haemorrhage the night before, a hxmorrhage so excessive that 
it soaked through the bed-clothing, soaked through the mattress, and 
there was a pile or mass of blood on the floor directly under the bed. 
When I examined her the mass in the right side had disappeared. She 
recovered without any operation, and I have not seen her for some 
time, but when I last saw her she was perfectly well. This must have 
been, to my mind, a hsematoma of the right tube or ovary, which dis- 
charged as the other case had done, and, as Dr. Hammond's had 
done, through the uterus. We used to meet these cases more fre- 
quently twenty years ago when we did not operate on every case as 
we do now — operate on all abnormal developments in the pelvis that 
don't disappear under proper medical treatment. 

Dr. Shoemaker : In my experience the gonorrhceal cases generally 
refill. I have in mind, as an illustration, the wife of a politician who 
absolutely refused operation. I had her under observation several 
years. Her tube filled and emptied. 

Dr. Hammond: I quite agree with the remarks brought out in 
general discussion of the subject to-night, namely, that this conserva- 
tive treatment not only does not apply to the majority of cases, but I 
would even be disposed to apply it to the greatest minority. It was the 
rapid subsidence of the inflammatory condition there that was such a 
surprise to my mind. I assured her she would have to be operated 
on, but I waited twenty-four hours to get her quiet and to get the hus- 
band's consent, without the amount of storm that in this particular case 
would have been great. 

I have assured the patient that there is a large probability that 
the condition will recur, and should it do so, my advice was to have 
it at once removed. She is so very comfortable now that she, of 
course, would not listen to the advisability of an operation, and is to 
go home in a day or two, with the understanding that if it does, and 
probably it will recur, she is to have it removed at once. 

As to the case referred to by Dr. Stubbs, I know ofone I saw in 
West Philadelphia three years ago. It was a puerperal case, with a 
large mass filling the entire left pelvis. I saw her about 7 o'clock 
in the evening and advised operation the next morning. To my sur- 
prise, when I went there prepared to operate. I found the woman 



Digitized by Google 



Jo The I'hiladelphia Obstetrical Society. 

comfortable after having passed, per rectum, approximately ij4 quarts 
of a more or less gelatinous material with some pus in it. I have 
never heard from her since; she recovered at that time. I do not know 
anything about the subsequent history of the case. 

This, Mr. Presidoit, I would like to say, was not a lymphangitis, 
nor so-called cellulitis, but distinctly a iluid mass. 

Two Interesting Cases: I. — Multiple Sinuses in the Perinaum result- 
ing from Infection and the Failure to remove Sutures. II. — Pelvic 
Abscess resulting from Attempted Abortion in an Unimpregnated 
Woman. 

By Charles P. Noble, M.D. 
(See page 62.) 
Discussion. 
Dr. Shoemaker: Did you operate through the vagina? 
Dr. Noble: Yes, both operations were done through the vagina. 

This time there was a^ incision through one broad ligament, and 

Douglas' pouch was opened partly, and my fingers went to the pelvic 

wall on each side under the tubes. 

The history of the case is very clear of a woman thinking herself 

pregnant, and attempting to produce abortion, producing a pelvic 

abscess involving both appendages. 

Umbilical Hernia with Ovarian Cyst. 
Dr. DowKEs: Two months ago I was called to see an old lady 
sixty-five years of age with an abdominal enlargement; she had been 
tapped six times in as many months, and at each tapping from sixteen 
to nineteen quarts were obtained. Her condition gave evidence of an 
ovarian cyst. She gave a history of having been in one of our lai^ 
hospitals, where the surgeon refused to operate on her, a little over two 
years before. Her pulse was very weak, but she seemed to be pretty 
active. At that time she couldn't surround the abdominal enlargement 
with her own hands, nor sit in a chair, except on the very edge. I exam- 
ined her, and she had every indication of abdominal ascites. She had 
also anasarca, which extended up to the thighs. I made a guess diag- 
nosis of rupture of an ovarian cyst, but could not understand how she 
could stay sterile after six tappings. I varied between that diagnosis 
and cirrhosis of the liver. She begged to be operated on, and said 
she could stand it. She had to be tapped by her physician. I did not 
see it, but it was a failure, there only being in this last tapping eight 
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quarts, and it was very thick. The only evidence of cyst was that 
she bad a vaginal discharge for a year and a half before, which had 
since ceased, and there was some evidence of a little solidity on ex- 
amination through the vagina. Per abdomen she had every indica- 
tion of abdominal ascites — Euid extended above and on all sides. I 
made the diagnosis, and finally said 1 would operate on her if she had 
courage enough to stand local anaesthesia. She also had a very large 
umbilical hernia. A month ago to-day I operated on her at St. Jo- 
seph's Hospital, <lHth the assistance of Dr. Nassan. Using Sleigh's 
fluid/ 1 opened the abdomen from the ensiform to the pubes. I found 
a large Qvarian cust, unruptured. I took sixteen quarts out of it. I 
then delivered the very large ovarian cyst with a very broad pedicle, 
adherent to everything. After taking it out she was in good condi- 
tion. X then surrounded the umbilical hernia by a fresh injection of 
fluid — removed the hernia, which contained the most of the greater 
omentum, and sewed up the incision, the stitches being placed about 
a third of an inch apart. The woman, talking, went off the operating 
table, to my mind, better than she went on it. The following day she 
walked across her room, in the temporary absence of her nurse. I 
tied a few bleeding points, and used heavy chromacized catgut for the 
pedicle, which was tied in three parts, and on the third day she began 
to vomit. She had an elevation of temperature. I could not see why 
she became septic, but I knew she was, and on the seventh day I took 
the stitches out and obtained a good explanation of the cause. Two 
hours after that, down where I had united the hernia, pus came out, 
her temperature dropped, and she seemed to improve, but she died on 
the eighth day, of suppression of urine, having passed none for the 
last twenty-four hours. She had albumen and casts in her urine be- 
fore operation, and had a very weak heart. She would have gone 
through with the operation, if it had not been for the catgut, which I 
did not prepare. It was chemically prepared and evidently not sterile. 
It was probably the largest operation ever done under local anaesthesia. 
The woman went down from the operating table better than she went 
up. She was better the next day. And it is unfortunate that I have 
not the case to report as a success, because every now and then one 
does see a person advanced in years, with bad kidneys or bad heart, 
to whom you cannot give ether, nor do I think you can give spinal 
anaesthesia. This woman had a cyst that was attached to nearly all 
the intestines within her abdomen, and I feared I could not take it out 
without distress. One thing only she complained of — when T made 
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traction on the growth, removing it and pulling on the pedicle. I re- 
port the case as showing the possibilities of local anaesthesia. 

As showing the difference between cases and methods, I will re- 
port a case that I operated on the morning after this woman died, in 
the same hospital. I had a patient who gave every indication of a 
sub-acute case of appendicitis, whose first acute attack had been diag- 
, nosed seven years ago, and who had a few recurrent attacks since. 
The morning before I operated on her I examined her per vaginum. 
I found a large mass in the right pelvis, and I still persisted in a diag- 
nosis of aj^>endiciti5 and made also a diagnosis of ovarian cyst. IMid 
not know how big it was. I did not care to make firm pressure. I 
sent her to the hospital and operated on her in the morning. I made 
an incision through the semi-lunar line, removing the appendix together 
with this growth. I found a large cyst the first thing; it was a pretty 
large one, and in manipulating it ruptured. I then freed the growth and 
drew out this cyst, followed by a large number of cysts which perhaps 
would cover the whole bowel surface. It was one large ovarian cyst 
with probably twenty conjoined — I am going to bring this specimen 
down some evening — para-ovarian cysts with one large fibroid about 
the size of a good orange, all glistening, except the ovarian, and trans- 
parent, one containing a lot of blood. This was removed by my 
electro haemostatic forceps ; one large adhesion attached to the bladder 
was also removed by the forceps ; no ligature whatever. I then brought 
up the caecum and found an actively acute appendicitis; this I removed 
by the electric forceps one-half inch from the caecum. In this case, 
after using the forceps I put a purse-string of fine catgut around the 
caecum, so as to invaginate this small stump. This woman reacted from 
ether quickly, and since then she hardly has had an abdominal pain. 
This woman had absolutely no atKlominal distention ^t any time; she 
passed gas by the bowel within twelve hours, and her bowels moved 
twenty-four hours after the operation. As compared with any other 
abdominal section which I have performed, except where I have left 
absolutely nothing in the abdominal cavity, this case had the smoothest 
convalescence. The patient convalesced with a moist tongue, a flat 
abdomen without pain, except the pain I described, due to the bowel 
distended with gas and adhering lightly to the inner side of the incis- 
ion; none of the ordinary pain that follows in similar sections; and 
this was due to the fact that no foreign body was left in the abdom- 
inal cavity, and that the haemostased tissue was rendered sterile. This 
is in favor of the hzemostatic forceps. I report this case in connection 
with the other to show that there is a good reason why, if it were 
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possible, we should control bleeding without leaving in the abdom- 
inal cavity ai^ foreign body, even an absorbable one, if it is prac- 
ticable, and I think the day is coming when it will be proven to be 
piacticable. The forceps I am using now do not give quite sufficient 
pressure to control a large fibrous tumor pedicle, but with the principle 
used in the angiotribe this can be done. I am having such an instru- 
ment made. I think with this it will be possible to remove anything 
from the abdominal cavity, that is fed by a large blood vessel, whether 
it is in the uterus or not. I have used this method in quite a few 
operations now, and have had no secondary hemorrhage. 

Discussion. 

Dr. J. M. Fisher : I certainly think that the use of Dr. Downes' 
electric haemostatic forceps for the removal of the appendix is a risky 
way of dealing with this part of the anatomy, because of the close 
proximity of the forceps to the intestine. If it cooks the structure, 
as Dr. Downes claims, and, in this way, converts it into a fibrous cord, 
it might accidentally and unavoidably do the same thing to the ad- 
jacent intestine, and give rise to subsequent ulceration and perforation 
at this point. 

Dr. J. C. DaCosta: The idea of Dr. Downes' is not entirely a 
new one. Keith, that famous Scotchman, for years used the cautery 
to dose vessels. Dr. Skene, of Brooklyn, who died about six months 
ago, came on here and showed his cautery for closing bleeding vessels. 
It was either before the College of Physicians or the County Medical 
Society — I think it was before the College of Physicians. The par- 
ticular one which he showed was for treating growths in the bladder, 
but he also had one for closing vessels by heat through the abdominal 
incision, so as to avoid any foreign body inside of the closed abdomen. 

Dr. Noble: It seems, to me, Mr. President, that a tissue which is 
left by a cautery is devitalized and, therefore, is a foreign body. I 
think it is simply a substitute of one foreign body for another. It is 
one of those questions to be decided on its merits, rather than on any 
theoretical consideration as to ligatures. 

Dr. J. C. DaCosta : Excuse me, Dr. Noble. Probably I did not 
make myself clear. The idea of Keith and Skene was not to destroy 
tissue, but to bring so much heat as to occlude. 

Dr. Noble: Cauterization devitalizes the tissue, because it is con- 
verted into a hom-ltke substance, and that has to be absorbed by the 
leucocytes. 
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Dr. Downed: 1 did not mean to insinuate at all that the electric 
forceps is original with me. As you say, Keith is more or less 
responsible in a crude way, and yet not at all the way Skene developed 
it Skene wae the first to get out a good instrument for compressing 
and applying heat to the area. His instrument was open to numerous 
faults, and I have found all the faults in mine that he has in his, and 
yet mine is much better than his and there are faults yet, but they 
will be corrected. 

There are few men who seem to have an idea of what this method 
does. 

It does not cauterize tissue; if you do that, you have hemorrhage. 
You are supposed to desiccate the tissue. Skene never called enough 
attention to pressure. That is the trouble — those who have used Skene's 
method had haemorrhage, because they could not apply pressure. It 
will require nearly the pressure of an angiotribe. Then, one can 
rapidly throw enough heat into the blades. Skene had microscopical 
examinations of the compressed area made, and the tissue seems to 
be converted into white fibrous tissue, through which you can find no 
evidence of blood vessels. 

As far as removing the appendix, I have done this eight times with 
electric forceps. If you apply the forceps right, there is no reason 
why you should have any trouble, and I always put a purse-string 
suture in removing the appendix above the line of compression and 
invaginate this small area. But one should not go too near the caecum. 
If the forceps are applied properly, the area of heat goes not a sixteenth 
of an inch beyOndt the blade. ' 

Ofiicial Transactions. 

Frank W. Talley, M.D., Secretary. 
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ORGAN'OTHERAPY IN GYNECOLOGY.* 
Bv WiLMER Khusen, M.D., 

lo.lrucWr 111 Cynitcoloey at Jefranon Medical College: AaslitanI GynscukiglM ID 51. /oHph'* 
HotpDal, Pblladelpbli. 

The animal extracts which have a particular interest to gynecolo- 
gists are the uterine, mammary, parotid, thyroid, and ovarian ; and of 
these and their relative value it is my purpose to speak, hoping to 
■.-licit a discussion which may prove valuable to profession and patient. 

Uterine extract, like ordinary musculin, has never attained any 
]>rominence as a therapeutic agent, and although it has been employed 
for the relief of symptoms after hysterectomy it has practically fallen 
into disuse. 

Mammary extract was employed by Bell in the treatment of uterine 
fibroids because of the close physiological relation between the tnamnue 
and the uterus. We are all familiar with the efEect produced upon the 
puerperal uterus by the process of lactation, and know how much more 
rapidly involution occurs in the nursing patient than in one in whom 
the mammary function is absent. Bell (British Gyncecological Journal, 
August, 1896) claims that "it is beyond dispute that fibroids of the 
uterus, as well as hyperplasia and flaccidity of the organ, can be most 
beneficially affected and brought under subjection by the employment 
of mammary glands of healthy animals," and that disease of the ovaries 
is also beneficially influenced by the same substance. Usually, however, 
he employs the mammary extract for uterine fibroids because the uterus 
and mammx sympathize with each other; and administers parotid ex- 
tract in ovarian disease because physiologically these two organs are 
related, as is shown by the frequency of metastasis between the two. 

Shober {Amer. Jour. Obstetrics, September, 1898) has reported a 
series of fibroid cases, all women under thirty-five years — so that the 
menopause cannot be said to have had any influence upon the results 
attained — that were remarkably benefited by the mammary gland treat- 
ment. The tumors steadily decreased in size, and the general health 
of the women improved; menorrhagia and metrorrhagia ceased; the 
menstrual periods came at regular intervals; the bearing down sen- 
sations, the backache, headache, and general debility became memories 
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of a painful past. Pie has also clearly shown the oxytocic property of 
this extract. Further clinical reports from other observers are few. 
Although in fibroid growths our surgical art presents such splendid 
chances for radical and permanent ciire, yet the necessity for some 
substance like mammary extract is apparent for the treatment of those 
cases in which some marked contra-indication to operation is present. 

In regard to the value of parotid extract in ovarian disease, gratify- 
ing results have been reported by Bell, Mallett and Shober. In cases 
of ovarian congestion when the ovaries were enlarged, tender and 
prolapsed, producing constant discomfort and pain with severe dys- 
menorrhoea, there was soon a marked amelioration of the symptoms. 
Two grain tablets of desiccated parotid gland of sheep, which is equiva- 
lent to about twenty grains of fresh gland, were administered three 
to six times daily, and within a few weeks a decided improvement 
was noted. The only contra-indication which Mallett had met with in 
its use was in cases of artificial climacteric, in which the flashes of 
heat and cold were distinctly made more frequent and severe. Still 
more extensive observation is required to corroborate the value of this 
agent, and to prove its superiority to old methods of treatment. 

Thyroid extract is undoubtedly the most eflicacious and most 
thoroughly studied member of this group of animal extracts. It has 
proven of signal value in the treatment of myxcedema and cretinism, 
and in those cases of exophthalmic goitre due rather to an altered than 
an increased secretion. 

In psoriasis, eczema and many other cutaneous affections, it has 
l)een used as a stimulant to cutaneous functional activity with most 
satisfactory results. In fact it has been fully adopted into the medi- 
cal armamentarium ; and its usefulness to the gynaecologist is becom- 
ing more and more apparent. Bell has even employed it in carcinoma 
of the uterus after curettage and cauterization has been performed. 
Two interesting communications pertaining to the relationship be- 
. tween the thyroid- gland and the genital apparatus in women have been 
made; the first by Fisher (Wien Med. Wocb.. Nos. 6 and 9, 1896) in 
which he calls attention to the influence of the genital apparatus upon 
the healthy thyroid gland, as occurs at puberty, during menstruation. 
the puerperium, lactation, sexual excitement, the menopause and geni- 
tal disease. He emphasizes the influence which a removal of part of 
the thyroid gland has upon physiologic and pathologic condition of the 
genital apparatus, and concludes: (i) that certain occurrences which 
influence the genital apparatus, such as puberty, pregnancy, and uterine 
fibroids, which produce a distinct change in the metabolism of the en- 
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tire organism, very frequently cause an enlargement of the thyrnd 
gland; (2) that the deficiency of normal thyroid secretion is often 
associated with atrophied change in the genital apparatus. The second 
report by Hestt^he {Revue Med., January, 1899) establishes the fact 
that women deprived of the thyroid gland are subject to excessive 
menstrual discharge; as they grow older the menses last longer and 
finally become almost a constant flow. He also noted that an hyper- 
trophied thyroid is always accompanied by an early and copious mam- 
mary secretion, and that thyroid extract is useful in stimulating the 
secretion of lacteal fluid, and should be administered when the secre- 
tion is diminishing. Hestoghe further believes that thyrodin is in- 
dicated in cases of frequent abortion in which the menstrual flow is 
so excessive that it sweeps away the impregnated ovum ; he cites an 
instance of its advantage in sterility, and recommends its use in myoma, 
prolapsus, and uterine congestion, 

Cheron {Rev. med. chi. dei Mai dcs fcmmes, Nov. 25 and Dec. 23, 
1896) also attests to the value of thyroid extract in threatened abortion 
with haemorrhage, and in preventing the arrest of uterine involution 
after childbirth. He considers it a valuable galactagogue, stimulating 
the mammary secretion while it lessens the functional activity of the 
uterus. Jouvin has referred to the remarkable shrinkage of a fibroid 
while treating for obesity a patient who ha"d a uterine fibroid. Leith, 
Napier, Polk and Shober have also reported similar results along the 
same line. 

Da Costa {Amcr. Jour. Obstetrics, September, 1898) gives the his- 
tory of three patients with fibroids reaching nearly to the umbilicus in 
each case, all of whom positively refused hysterectomy and improved 
under the thyroid treatment. The tumors became perceptibly more 
movable and there was a marked temporary diminution in size. He 
recommends administering the thyroid extract in 3 gr. doses with J^ 
gr. ext. of nux vomica and finds that cuch a combination is not followed 
by any untoward effects. 

Shobei {Amcr. Jour. Obstet., February, 1897) however, condemns 
the thyroid extract in myomatous uteri, because of the tachycardia 
and nervous depression produced, if a reasonable dosage is employed ; 
but he has never found that the mammary product gave rise to any 
unpleasant or dangerous constitutional disturbance. 

If the indications for operation are not urgent, a fair trial of these 
agents seems advisable ; but their employment will, probably, never 
replace the radical methods of treatment. In the experience of the 
writer thyroid extract has proven of value in the amenorrhcea of obesity 
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in several cases, in one of which the action was so striking as to niak«- 
the case of unusual interest. Mrs. A. H., twenty-six years of age, had 
, been married ten years, and had given birth to one child three years 
after marriage, at which time she weighed 140 pounds. After this she 
gradually increased in weight until Jan. 5, 1899, when her weight was ■ 
311 pounds. She had not menstruated since the birth of her child seven 
years before, and was subject to vertigo, hot flushes, backache, and pro- 
fuse yellowish leucorrhoea. The bowels were regular and there was no 
urinary disturbance, but frequent bilious vomiting. Thyroid extract 
was prescribed four times daily and in three weeks her weight 
had decreased sixteen pounds; and Feb. 8th, when she began 
menstruating, her weight was 291 pounds, and headaches 
had ceased. The general condition continued to improve, and 
on April ist the dose was reduced to ten grains daily. Her weight at 
this time was 277 pounds, and the menses continued regularly. 

Montgomery {International Med. Mag., November, 1900) states 
that he has found thyroid extract especially valuable in cases of 
myxcedema, obesity, and particularly in the treatment of some forms 
of sterility. That it has a marked influence upon the mucous mem- 
brane of the uterus is evident itcga its efEect upon uterine haemorrhage. 
In cases of hsemorrhage for non-malignant conditions, near the 
climacteric, thyroid extract is especially efficacious. It also has an in- 
fluence in arresting the growth and promoting the absorption of fibroid 
growths. He was ted to employ the drug in the treatment of sterility 
after having seen some cases in which women became pregnant after 
its use for the treatment of obesity. One patient lost seventy pounds 
under the use of the drug and immediately became pregnant. In an- 
other patient who had never menstruated, been married eight years, 
the surgeon found that she had an enlarged ovary, removed it and 
punctured a number of cysts in the other ovary. Following this opera- 
tion she began to menstruate and menstruated regularly. She was 
very desirous to have children ; and at his suggestion, after menstrua- 
tion had continued for a year, she began to use the thyroid extract 
and became pregnant, so that the next menstrual period did not occur. 
She gave birth to a child at full term and is again pregnant. 

In studying the use of ovarian extract it is interesting to note the 
conclusions reached by Curatulo in r^ard to the internal secretion of 
the ovary: 1, The ablation of the ovaries exercises a considerable in- 
fluence on metabolism. 2. The quantity of phosphates eliminated by 
the urine is notably diminished after removal of the ovaries. 3. The 
curve of nitrogen, after ovariotomy, presents a slight oscillation, with- 
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out a very distinct tendency to elevation or to lowering. 4. After 
oophorectomy the quantity of carbonic acid eliminated by the respira- 
tion, and that of the oxygen absorbed, diminish considerably up to a 
certain limit, from which time they remain stationary. 5. In animals 
from which the ovaries have been removed the curve of the weight is 
pn^ressively elevated until it attains considerable proportions frcMn 
five to six months after the operation. 6. When a certain amount of 
ovarian juice is injected subcutaneously into sluts deprived of the 
ovaries the quantity of phosphates eliminated by the urine, which 
diminishes considerably soon after the operation, tends to increase, and 
even to become superibr to that which was ascertained before the 
operation ; when still larger amounts are injected the quantity of phos- 
phates increases in a very marked degree. 

Hysterectomy performed in conjunction with oophorectomy does 
not seem to cause modifications other than those ascertained after 
simple removal of the ovaries. 

The author closes his essay with the following theory ; The ovar- 
ies, like other glands of the animal economy, have, according to Brown- 
Sequard's general doctrine, a special internal secretion. These glands 
continually throw into the blood a peculiar product, the chemical 
composition of whjch is completely unknown, and the essential prt^ 
erties of which tend to favor the oxidation of phosphorized organic 
substances, of carbohydrates, and of fatty substances. 

It results therefrom that, when the function of the ovaries is sup- 
pressed, whether because oophorectomy has been practised or be- 
cause these organs do not act, as is the case before puberty and 
after the menopause, there should be produced, on the one hand, 
a more considerable retention of organic phosphorus, whence there 
is a greater accumulation of calcareous salts in the bones, and, on 
the other hand, the very manifest corpulency which is ordinarily- 
seen after oophorectomy or after the menopause. 

This probably suggested the value of substitution therapy, the 
restoration to the diseased body of chemical substances the removal of 
which from the normal body gives rise to symptoms of disease. It is 
not necessary to review the various psychic or vaso-motor disturbances 
which are associated with the natural and tiie premature menopause; 
they are too well known to need further comment. 

Werth, of Kiel, was the first who made use of the ovarian treat- 
ment in troubles which accompanied the disappearance of the secretion 
of the ovary following either the menopause or surgical intervention. 
Out of ten cases, in two only did the treatment fail to bring about any 
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result ; in the other eight there was a diminution of general pains, of 
the headache, of the loss of appetite and sleep, of the palpitation and of 
the feeling of anguish. Mainzer, of Berlin, obtained a considerable 
amelioration of the symptoms following double ovariotomy by ad- 
ministering to his patients the raw ovarian substance of the cow or the 
calf, in daily amounts of from 75 to 150 grains. It has been demon- 
strated that such large doses are not necessary. Mond has used it 
successfully in the disorders of the natural menopause and in amenor- 
rhcea due to atrophy of the genital organs or to neurasthenia. 

Spillman and Etienne also obtained good results in chlorosis from 
the administration of the fresh ovaries of sheep, of the dried ovarian 
substance and of the ovarian juice. According to these authors this 
treatment acted by facilitating the elimination of the toxines, increas- 
ing the red globules, and causing the reappearance of menstruatiiMi. 
Mairet, Jayle, Touvenaint and Jouin have published observations in 
which this medication has led to favorable results in the treatment of 
amenorrhoea and chloro-ansemia. Guerder and Vigier have found the 
symptoms of the natural menopause were relieved. The latter, atter 
freeing the ovarian substance from foreign matter, as fat, fibres, etc., 
mixes it with sodium bicarbonate and charcoal, which preserves it in- 
definitely without interfering with its therapeutic effects. 

Bodon {Centralblatt fur Gynakologie, August, 1897) reports three 
cases in which he employed ovarian tablets with good eiTect. The 
third was that of a virgin eighteen jears old, who had suffered with 
epilepsy since her first menstruation and had been under treatment 
for years. Bromides and other drugs had proved utterly futile. She 
began with one tablet daily and increased the number to ten. In 
tlie course of several months the epileptic attacks ceased. Discon- 
tinue of the drug was followed by fresh seizures and its resumption 
again caused their subsidence. 

Jacobs {Semaine Gytiecologiqiie, June 22, 1897), although skepti- 
cal at the beginning of his observation, had confidence enough in the 
remedy to continue its use. The extract of the ovaries of recently 
killed animals was used, and he tabulated eighty-one cases, of which 
only five are classed as failures. In one case of obesity with amenorrhcea 
of nineteen years standing, the obesity diminished and menstruation 
became regular. Another patient twenty-one years of age, with un- 
developed genitals, had never menstruated, but after taking ovarine 
extract for a month menstruation appeared and has continued regular 
ever since. Jacobs believes that suggestion plays a prominent part 
in some of these cases, but not in all. Landau (Berlin, klin. Woch., 
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Nov. 25, 1896) believes that this remedy does possess the power of 
modifying the unpleasant phenomena of the climacteric, whether 
physiologic or anticipated, without producing any evil effects, and 
that it deserves careful consideration. 

Chrobak {Cent, fur Gynak, Nov. 20, 1896) administered ovarian 
extract made from the fresh ovaries of cows to a number of castrated 
women and had good results in two cases reported. Fosburg (British 
Med. Jour., April 24, 1897) gives the history of a patient who at the 
climacteric was much troubled with frequent and violent flushing, the 
face often being in a burning heat while the hands and body were ice 
cold. Five grain platinoids of ovarian gland administered three times 
daily gave complete relief before three dozen were taken, and one plati- 
noid given occasionally prevented recurrence. 

Seeligmann {Alig. Med. Centralseitung, Nov. 3, 1898) reports fif- 
teen cases treated with extract of the ovaries of sheep and pigs, and 
concludes that the remedy has a decidedly beneficial effect, not only 
upon typical climacteric phenomena, but also upon the psychic con- 
dition and upon constitutional diseases, such as gout, psoriasis, etc., 
which after long remaining latent develop at the menopause. Bate 
{Louisville Journal of Surgery, Vol. V., 1898-99, p. 1 1 ) states that "the 
physiologic action of ovarian extract as now observed is vaso-con- 
strictor, nerve sedative, emmenagogue, and anti-anaemic"; a com- 
bination of qualities which, if it truly possessed them, would make 
it a most valuable acquisition to our pharmacopcEia. 

Stimulated by such enthusiastic and gratifying clinical reports I 
began the use of ovarian extract, employing capsules prepared by a 
reliable firm, since the ingestion of raw ovaries or nauseous doses is not 
usuatty appreciated by the average American woman. For the past 
three years, in selected cases, in dispensary and private practice, the 
effort has been made to obtain some definite result from the use of 
this carefully prepared ovarian extract, in three classes of cases: (l) 
Those suffering from amenorrhcea, dysmenorrhoea and other forms of 
pelvic disease; (2) those suffering from symptoms following the re- 
moval of the uterine appendages, for the relief of the vasomotor 
changes, the flushes and cardiac neuroses which with indescribable 
depression are so often produced by the premature monopause; (3) 
the disturbances associated with the natural menopause. My first case 
was that of an intensely neurotic patient suffering from artificial meno- 
pause. Marked relief was noted for a brief period, then there was a 
recurrence of the symptoms. Later the patient became an adherent 
of Christian Science, and has obtained more relief from auto-sugges- 



□ igilized by Google 



S2 Wilmer Krusm, MM. 

lion than from inspissated ovaries. Many other disappointing in- 
stances were met with. Patient after patient would faithfully take 
the extract to the exclusion of other remedies without any perceptible 
result, although occasionally the effect would be apparently so marked 
and the results so satisfactory as to encourage its further use. For 
instance, such a history as the following, taken from the case-book 
at St. Joseph's Hospital, would incite to renewed confidence in the 
efficacy of the preparation: Jan. 9, 1891, Mrs. A. C, aged 26 
years, had had double ovariotomy performed by Dr. Joseph Price; 
general condition good, pelvic examination negative, but complained 
of hot flushes every few minutes and extreme nervousness. Five grain 
capsules of ovarian extract four times daily were ordered. The patient 
returned in three days stating that the nervousness was better and 
the hot flushes decreasing in frequency. In one week the nervousness 
had disappeared and hot flushes occurred only on exertion, two or 
three times daily. Another case in point was that of Mrs. J. W., 
patient of Dr. Chas. B. Smith, of Newtown, Pa., who was operated 
upon for double pyosalpinx. Within two months after leaving the 
hospital she began with the usual vaso-motor phenomena and relief 
was secured by the administration of five grain doses of ovarian ex- 
tract three times daily. Time and a regard for your patience prevent 
my giving a detailed history of more cases ; besides, the recital of our 
failures is never pleasant; yet it seems unfortunate that more of those 
who have been disappointed in their use of this product have not 
given their experience, as only a few seem to have done so. Mont- 
gomery {International- Med. Mag.. November, 1900^ states that he 
lias never seen the slightest influence from the use of ovarian extract, 
although he has found the thyroid especially valuable in the treatment 
of cases of myxredcma, obesity, and in some forms of sterility: and 
Baldy says that "a careful cons^ideration of lliis subject forces one 
to the conclusion that it is destined quickly to follow in the steps of 
the testicular injections urged several years ago with the object of 
renewing youth." Johnstone, of Cincinnati, may give the correct ex- 
planation of the failure to secure more definite and satisfactory re- 
sults from the use of ovarine. He says : "There is not an iota of proof 
has any other function than the manufacture of eggs. The ovary 
that the ovary is in no sense a gland. Its epithelium is arranged for the 
purpose of being cast out and lost, and is not placed so that its secre- 
tion, if it have any, could be absorbed either by ducts or blood-vessels. 
Anatomically, the ovary does not resemble the suprarenal, the thymus, 
or the thyroid gland. The thymus is a lymphatic gland, the 
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thyroid and the suprarenal have a rich supply of blood vessels so 
arranged that each epithelial cell is closely approximated to a venous 
radical, thus providing for a rapid absorption of whatever secre- 
tion its c«4]s may make. The ovary as a true duct, through 
which its epithehum, when cast out, passes off en masse to the outer 
world." 

Probably Jacobs struck the keynote when he said that suggestion 
plays a prominent part in some of these cases; for this might explain 
why we have successes and failures under the same conditions, without 
apparent cause. Notwithstanding the many brilliant results referred 
to in this paper, experience leads me to the following conclusions, based 
upon the use of the American product upon American women : ( i ) 
The employment of ovarian extract is practically harmless, as no un- 
toward effects beyond slight nausea have been noted even when full 
doses have been administered. (2) In the treatment of amenorrhoea 
and dysmenorrhfea no good results were secured. (Although in some 
cases of anienorrhiea of obesity, remarkable results have been obtained 
by the use of the thyroid extract.) {3) The best results were seen 
in the second class of cases, ior the relief of symptoms of artificial 
menopause, when in a few instances the congestive and nervous symp- 
toms were apparently ameliorated. (4) Xo appreciable result was 
noticed in the use of ovarine in the natural menopause. (5) No 
definite or exact reliance can be placed upon the <lrug, as it often 
proved absolutely valueless where most positively indicated. (6) It 
is extremely problematic whether, in those cases in which relief was 
noted, the effect was not due to mental suggestion rather than to any 
lihysiologic action of the drug. The neurotic type of individual de- 
manding this treatment will often Iw reHeved by any simple remedy. 
(7) In these instances in which effects were noted, increase in dosage 
seemed to have little influence in maintaining the effect or preventing 
the patient from becoming accustomed to its use. (8) In conclusion, 
the theory which suggests the use of this extract seems to be at fault. 
and the administration of ovarine or ovarian extract is based upon a 
wrong assumption as to the function of the ovary. In organotherapy, 
the best results have been obtained from the u.se of thyroid and 
adrenal glands, and the ovary in function is in no sense analogous to 
these organs. Its principal function is ovulation, and if any peculiar 
product is coincidently manufactured the isolation of this product has 
not yet been accomplished. 
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THE OPERATIVE TKEATMEXT OF CANCER OV THE 
UTERUS.* 

ItV E. E. MoNTlK»MI-HV. M.D., FhIL.\1.1£I.I'H1.\. I'A.. 

Professor of Gynaecology in the Jefferson Medical College; Gyiixcologist to 
Jefferson and St. Joseph's Hospitals. 

My (■oiisi<lcration of this subject will bi; confined to the radical 
treatment. A few years ago ' the conflict was between high amputation 
of the cervix and vaginal hysterectomy. To-day, it is between the latter 
and extirpation by the alxiominal route. 

Prior to the present excellent results obtained through improved 
technique and -increased e.xperieiicc, the advantages were with those 
who excised the diseased cervix. 

The occasional involvement of the u'terine structures above the jjoint 
of excision, the recognition that the individual who developed carci- 
noma possessed an inherent susceptibility to the disease, which was in- 
creased by the resultant cicatricial tissne and the periodical congestion 
induced by the retained ovaries, demonstrated the wisdom of camplete 
extilT^ation. 

By which route shall the diseased organ be removed? The vaginal 
and the abdominal incision each ha.s its ardent champions and as usual. 
the truth lies between the two extremes. The condition of the patient, 
not the predilection of the operator, should decide the procedure. The 
primary requirements for the operation should be. first, incision of the 
organ within the limits of healthy tissue ; and. second, safeguarding the 
wound from secondary infection or implantation. 

The vaginal route may be chosen when the disease is plainly con- 
fined to the cervix or body, the uterus is not unduly large and freely 
movable, and the vagina is sufficiently spacious to permit of ready ac- 
cess. The incision should extend at least one-third of an inch beyond 
the margin of diseased tissue, and the disorganized structure should as 
a preliminary be curetted, cauterized with the cautery, and shut off from 
the vagina by sutures. If necessary to accomplish this inversion, flaps 
may be dissected up prior to the use of sutures. After incision of the 
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vagina, the dissection is extended laterally to remove as much parame- 
tria! tissue as safety for the ureters will permit, and the uterine arteries 
are isolated and tied separately. The fundus is turned down through 
ihe anterior fornix, the broad ligaments may be clamped and the uterus 
is cut away, after which the hgament should be crushed with an angio- 
tribe and ligated with chromacized catgut in the groove thus formed. 
The angiotribe may be used and the temporary employment of the 
clamps avoided. A suture should be passed through each broad liga- 
ment and tied, after which the ends, should be carried through the cor- 
responding side of the vagina, to prevent its subsequent prolapse. The 
peritopseal surfaces may be united by continuous catgut suture and the 
vaginal wound loosely packed with iodoform gauze. 

The vaginal operation offers the advantages of greater expedition in 
its performance, a more rapid convalescence, and greater freedom from 
pain. 

Oddly enough, some of those who most highly extol vaginal hys- 
terectomy for inflammatory conditions are most condemnatory of it 
for cancer. One ascribes the asserted greater frequency of relapse in 
vaginal hysterectomy than in high amputation of the cervix to the in- 
creased risk of the cancer cells or the specific germs being forced into 
the lymphatics, but such a conclusion seems more fanciful than real. If 
such a possibility is increased, what is to prevent the high amputation 
being the first step in the extirpation when the non-infected portion can 
then be removed without such a risk. In suitable cases, I believe no op- 
eration is superior to vaginal extirpation of the uterus, but would insist 
that the cases must be carefully selected, keeping in mind the primary 
requisites named, viz., excision in healthy tis!5ue and protection against 
reimplantation. 

The abdominal operation should be elected whenever the favorable 
conditions which we have enumerated as requisite for vaginal hyster- 
ectomy do not exist. In extension of the disease beyond the confines of 
the uterus, the destruction of the vaginal portion of the cervix, in in- 
volvement of the vagina, partial infiltration of one or both broad liga- 
ments, where the uterus is large, and the disease is complicated by the 
presence of uterine fibroids, ovarian growths, or the uterus is fixed by 
previous inflammatory attacks, the abdominal incision should be fa- 
vored. It should also be selected in the single or nulliparous woman. 

The advantages of the abdominal procedure are mainly in the in- 
creased opportunity for removal of the parametrial tissue, enabling the 
operator to get farther away from the confines of the disease, the better 
opportunity to follow and inspect the ureters, decreasing the danger of 
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their injury permitting their repair where injury has -been un- 
avoidable, and the greater security against haemorrhage. Where an 
extensive dissection is required, the loss of blood may be avoided by 
early ligation of the ovarian and internal iliac arteries, which latgely 
cuts off the blood supply to the pelvic viscera and renders the operation 
almost bloodless. 

Much stress has been placed upon the advisability of the removal of 
the chain of lymphatic glands which are likely to be infected from the 
uterus. Fortunately, the lymphatic glands in uterine cancer are late in 
becoming involved. In my experience they are rarely involved when 
the case is an operable one, I do not believe their removal as a routine 
practice desirable as in hopeful cases they are not sufficiently often in- 
volved to justify the additional dissection and risk in their removal- 
The hysterectomy can be rapidly performed by placing clamp forceps 
upon the broad ligaments cutting between them and the uterus, carry- 
ing an incision forward over the bladder, and pushing down the flap 
including the bladder, the lateral tissues are pushed doWn and the uter- 
ine arteries are seized. The posterior fornix of the vagina is incised 
upon a pair of forceps which have been previously placed in the vagina 
and are pushed up by an assistant. Through thi.s opening the cervix is 
seized and drawn up, while its vaginal attachment is incised by the scis- 
sors. An assistant is ready to seize bleeding vessels with pressure for- 
ceps. The clamped broad ligaments are crushed with the angiotribe and 
(igated in the groove with chromacized catgul. The peritonaea] cavity is 
closed over the vagina with a continuous catgut suture preliminary to 
closing the abdominal wound. When the para-uterine tissue is in- 
filtrated, it may be necessary to dissect out the ureters preliminary to the 
excision of the tissue to avoid its injury. Occasionally it will be neces- 
sary to resect the ureter In order to succeed in the complete removal of 
disease, when an anastomosis with the bladder may be established at a 
higher level. Should the anterior wall of the bladder be involved, a 
portion of it may t>e excised with the uterus. The entire bladder has 
been extirpated, the ureters connected directly with the urethra,, with 
the vagina, or introduced into the rectum. Such operations serve to 
exploit the operator more than they are of service to the patient. The 
Kraske operation no longer affords any advantages in the extirpation of 
the uterus. It can be required in complicating rectal cancer only when 
the upper part of the rectum is in the site of the disease. The resec- 
tion of the sacrum is rarely necessary, as. the enlargement of the vagina. 
or at most the excision of the coccyx, will be sufficient. 

In the consideration of the treatment it should be appreciated : 
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First, that an operation to afford hope of escape from relapse should 
be early. 

Second, the vaginal operation should have the preference wherever 
the conditions will permit of its performance. 

Thirdly, every precaution should be exercised to operate in healthy 
tissue and avoid the possibility of reimplantation. 

Fourth, the prognosis is much less favorable in women under thirty- 
five, quite favoraljle in women over fifty, if an operation is dOTe early. 
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TRANSACTIONS OF THE PHILADELPHIA OBSTETRICAL 
SOCIETY. 

Stated Meeting, February 7, 1901. 

The President, John C. DaCosta, M,D,, in the Chair. 

Organotherapy in Gynacology. 

By Wilmer Krusen, M.D. 

(See page ;$.) 

DlSCl^SSION. 

Dr. John B. SiioitEK: Mr. President and Gentlemen: — It has been 
a great pleasure to be present and to have heard the very interesting 
and instructive paper of Dr. Krusen. When, sir, I accepted your kind 
invitation to take part in the discussion I did not know that I was 
going to be called upon to open it, else I would have entered a strong 
plea that some one more capable than myself might have been selected. 

Inasmuch as I have had a little experience with the use of two 
of the extracts referred to, I am glad to have an opportunity of indi- 
cating the class of cases in which I have found them to be useful. I 
refer to the mammary gland of the sheep and the parotid gland of the 
ox. I employ them in quite distinct and separate classes of pelvic 
disorders. The mammary gland controls menorrhagia and metrorrhagia 
and stimulates the uterine muscle to contract. It may, therefore, be 
used in all conditions of sub-in voluticm. The parotid gland, when 
given throughout the intermenstrua'. period, will relieve a dysmenor- 
rhcea due to ovaritis, and is to be used in cases uncomplicated by 
chronic inflammaton,' disorders. The idea which led to the use of the 
TTtammary gland was the physiological relationship between the mam- 
mary gland and the uterus in pregnancy and lactation, and the early 
changes of puberty. It was therefore thought that the mammary 
gland might have some effect in the relief of certain symptoms de- 
Ijendent entirely upon disturbances of the uterus. The same idea led 
to the use of the parotid gland in disturbances of the ovary, i.e.. the 
metastasis in mumps and the relationship which seems to exist between 
the parotid glands and the ovaries in the numerous cases of parotitis, 
following pelvic and alxlominal operations. Therefore, in 1897. I had 
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prepared for me a desiccated powder of the mammary gland and also 
of the parotid gland, of such strength that each grain of the dry powder 
equaled 10 grains of the fresh gland. Tablets of 2 grains each were 
prepared from the powder. The proper dosage was found to be 
three, six, or eight tablets a day, this being the equivalent of i dram 
to I'/i drams of the fresh gland. 1 l)egan using the mammary gland 
in a certain definite class of cases, and ' chiefly for the control of 
menorrhagia. The mammary gland seemed to act upon the uterine 
muscle, causing it to contract, thereby diminishing the blood supply 
to the organ, and in that way controlling the menorrhagia and metror- 
rhagia, which so frequently complicates cases of uterine fibromata. 
The intervals between the menstrual flow will gradually become 
lengthened, so that the patient will in time menstruate normally. J 
feel that the result is due to the action of the gland upon the uterine 
muscle, causing it to contract. How this is done I do not pretend to 
say. There must be some active principle contained in the mammary 
gland which may account for this. 

Sturrock, of Edinburgh-, says that there is a nuclec^-proteid in the 
cells of the mammary gland which is of a highly complex composition, 
containing a nuclein, a carbohydrate and proteid radicle. It may he 
the antecedent of caseinogen and lactose. It contains a true nuclein,. 
whereas caseinogen is a psendo-nucleo-albnmin. The nuclein bases 
are not excreted, but seem to remain in the gland, probably in the 
nuclei of tjje cells, as active agents in the formation of more mother 
substance. 

These nuclein bases, which Sturrock says are not excreted, may 
possibly contain the active principle upon which depends the usefulness ■ 
of the gland when employed as a therapeutic agent. 

I have found no untoward systemic disturbances from the use of 
the mammar>- gland. That was the reason that I changed from the 
thyroid to the mammary. There is a difference, too, in the way the 
thyroid and the mammary act in these cases of fibroid tumors. The 
mammary gland seems to act onlj' upon the muscle tissue, whereas 
the thyroid acts upon the epithelium and the connective tissue, as 
shown in myxcedema. cirrhosis, and many skin diseases. Possibly the 
thyroid gland acts upon the epithelial membrane of the cysts that 
are contained in some of these tumors, and upon the endometrium. 
The mammary gland, acting upon the muscle, diminishes the blood 
supply, and thereby causes diminution in size of the tumor. 

I have found the parotid gland valuable in comroUing ovarian pain. 
1 cannot explain why this should he so, but many a case, suffering for 
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years, has been relieved by the continued use of parotid gland. The 
usual treatment for ovarian dysmenorrhcea is unsatisfactory. I think 
if these cases arc properly selected, and parotid gland used, the results 
obtained will be gratifying. A careful selection of cases is, how- 
ever, very important. When we find in cases of this nature, by digital 
examination, only prolapse or somewhat enlarged and exquisitely ten- 
der ovaries, parotid gland powder is indicated, and will give very satis- 
factory results. 

Dr. H. A, Hare: 1 feel rather awkward in the |x>sition in which 
J find myself to-night, because, after all. I have had practically no 
experience whatever in treating the various pelvic conditions in which 
these various animal glands have been employed. I came here at the 
request of the president, to present, rather the theoretical than the 
practical side of the question. Since thinking over the matter, several 
points have occurred to me which seem to have some bearing upon this 
interesting subject. 

The first point which occurs to me is the question as to the relative 
activity of the mammary gland which is obtained. The mammary 
gland, as we all know, is exceedingly active: at one period and exceed- 
ingly inactive at another. It seems to me almost inevitably necessary, 
in attempting to obtain definite conclusions concerning the value of 
this substance in its physiological action, that the experimenter should 
have some knowledge of the condition of the gland in the animal be- 
fore it is removed ; whether at the time the animal is pregnant, or has 
lieen for weeks or months not pregnant, or whether pregnancy has 
Ijeen en<led, or lactation been ended a short time before. That a vari- 
ety of residts have been reported by the employment of ovarian or 
other glands in the treatment of various symptoms perhaps rests upon 
the very important infiuencc of suggestion. We have positively no 
knowledge of the minute nervous changes which take place in women 
who arc manifesting this peculiar array of symptoms. There is no 
department of physiologj' more cloudy than this, unless it be that 
in which some of the neurological problems have been advanced in this 
hall concerning the neurons and the axons. It is probable that symp- 
toms in one patient are due to an entirely different condition of affairs 
than that in another. For instance, we find one type of diabetes mellitus 
which can l)e muclf benefited or cured by pancreatic extract, but the 
vast majority of such cases get no benefit from this remedy at all. 
Further investigation shows that such cases which are benefited are 
those in which the pancreas is diseased. It is possible, it seems to me, 
that various conditions will produce a train of symptoms which we 
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~ are not, as yet, keen enough to separate, so far as causation ts con- 
cerned. 

Another fact which, it seems to me rather militates against placing 
too much reliance upon these remedies, is the fact that if we go into 
the literature of medicines we will find hundreds of reports which tell 
US that physicians get the most extraordinary effects in all these con- 
ditions from the administration of inert substances like viburnum 
mixtures. It is extraordinary the results that honest men will tell you 
they obtain. 

Then, again, it seems to me tbat the employment of the parotid 
gland in the treatment of pelvic conditions is going pretty far afield 
to get a remedy. The fact that there is no further connection anatom- 
ically or physiolt^ically between the parotid gland and the ovary than 
is evidenced from the fact that a woman with mumps sometimes de- 
velops ovarian inflammation, is a pretty long stretch for rational thera- 
peutics. We know that the infection of mumps has a predisposition 
for the tissues of the ovary and for the tissue of the parotid, which, 
however, does not show that these glands are physiologically asso- 
ciated. We hear, too, of the employment of ovarian extract for the 
purpose of relieving a good many of those symptoms following the 
removal of the ovary or uterus, and with the idea of favorably influ- 
encing carcinoma of the breast. It is not proven that there is any 
physiological secretion by the ovaries which influences carcinoma 
of the breast. We frequently see cases of extraordinary emaciation of 
all the muscles, with nothing the matter with the nervous system in 
the sense of organic disease, the wasting occurring reflexly through 
the nerves as the result of arthritis. As soon as the arthritis is cured 
the muscles regain their size and vigor. No one would think of giving 
joint extract for atrophied muscles under these circumstances. There- 
fore, I say again, it it is possible that the ovary exercises an influence 
through some nervous pathway by an internal secretion. Until 
gynaecologists and others are able to make a more nice and care- 
ful differentiation between the symptoms and causes of the symp- 
toms of artificial and natural menopause we shall not be able to employ 
these remedies in a very rational way. 

Dr. J. M. Baldy : Dr. Hare has been so candidly critical that I am 
afraid he will make himself unpopular. I am in pretty full sympathy 
with all he has brought before us theoretically, and from my observa- 
tion I must admit that this is warranted pretty fully by practical expe- 
rience. We are told by all the gentlemen who use these animal 
extracts to be careful in the class of cases in which we use them; for 
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instance, as you have heard, in fibroid tumors which are not suspected 
of having undergone cystic degeneration, which have no compHcation 
of ovarian or tubal disease, they are applicable Will you tell me, then, 
to what class of fibroid tumor the treatment is applicable, for that 
covers pretty much the whole field. The vast majority of fibroid tu- 
mors of the uterus are complicated in one of these two ways. The 
disease is a general one, often involving the whole genital tract, ovaries 
and Fallopian tubes. The Germans tell us they involve the heart. 
Unquestionably fibroid disease of the uterus is a general disease, in 
the sense in which I put it ; that is, that it is not confined alone, to 
the uterus. 

We know perfectly well that if we examine fibroid tumors to-day and 
examine them three months later we will feel nodules which are not 
discoverable to-day. It seems to me that it is just this oversight, the 
overlooking and not paying enough attention to the details of this 
character, which leads us astray in many of our observations in med- 
icine and gjTiaecology. I have charge of three clinics, and have in- 
structed my assistants to use the various serums at various times in 
all of them. It is a curious fact that honest men will observe ditferent 
things. I find notes on my clinic books in regard to these results and, 
on seeing the patients and questioning them, I would not recognize 
them as compared with the results recorded on the books. I cannot 
get the results which my assistants think they get, even from some 
of the same patients. As Dr. Hare said, the activity of the mammary 
gland at the time of the serum being obtained should be taken into 
consideration. The field of application of the serum-therapy is very 
limited. There are certain results which occur whidi are hard to 
explain ; certain things will take place in certain patients at a certain 
time without anything being done at all. It is fair to take that into 
consideration with any drug we use. 

I have given thyroid extract in hjemorrhage as a last resort, Once 
or twice I have been rather astonished at the result. The results in 
a positive way were confined to h.-emorrhage, and that confined to nulli- 
parous women. In one patient, who had bled irregularly for six 
months, at the end of one week there were the most brilliant results. 
In a short time she was bleeding as before. I suggested curetting, 
which was done with good effect, but followed later by hemorrhage. 
I then suggested hydrastis. Again she did not bleed for a week. I 
have tried the drug in cases of nurses, with whom irregular bleeding 
is very likely to take place in the beginning of their period of nursing 
in institutions, and the results have been gratifying. I do not recom- 
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mend the drug as being a cure. I simply say, however, that I have 
had this experience, and in some cases I would repeat the remedy. I 
have commenced with a dose of 3 grains, and run up to 5 grains three 
times a day. It may be that suggestion had considerable to do with 
these cases. Nt^ infrequently this will be the fact in cases of this 
kind. If the nervous system is at fault women are peculiarly amenable 
to suggestitHi. To this extent only have I ever had any positive resuhs 
with serum. 

As far as preparing patients for operation, I have not the slightest 
faith in it. Patients come to me to-day, and to-morrow at noon opera- 
tions are over. I discourage preparation on account of the mental 
influence upon patients, doctors, and friends. In ^>erative cases I 
would not only discourage the drug, but should never tell the patient 
that any such drug existed did they not know. 

Dr. Russell: 1 scarcely think that there is anything further to 
be said. Dr. Hare has brought the theoretical points so clearly before 
us in regard to these drugs, and I must say that practically my ex- 
perience has been about as Dr. Hare has expressed his views, theo- 
retically ; that is, that they have been useless. My experience has not 
been a broad one, because I felt so strongly that it was such nonsense 
without knowing the real action of the drugs. The doctor associated 
with me in the dispensary has kept a record of cases treated thus, and 
we have a certain number of patients in whom the results are very 
interesting. That is as much as can be said in regard to this method 
of treatment. 

There is one member of this group which the doctor has not 
spoken of; that is the suprarenal extract. I had occasion to use it last 
fall in a patient who had been under treatment for nine months for 
renal epistaxis. In this case the result was most gratifying. I am 
told that it is the most powerful astringent known. From the injection 
of half an ounce of 10 per cent, solution the haemorrhage was arrested 
within a few hours, and there was no return for nearly three months. 
The result was very interesting, but I cannot say that the same thing 
would occur in another case. The man soon gained in weight, and is in 
perfectly good condition to-day. 

Dr. E. E. MoNTCOMERV: This whole subject of the employment 
of these organic drugs is one of exceeding interest, and it seems to 
me is one which foreshadows possibilities. It is difficult at present 
to differentiate the class of cases in which we may expect favorable 
or unfavorable results. Some of these drugs, I believe, have no influ- 
ence whatever, in which the patient might as well have had so much 
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sawdust, and as good an effect would have been produced. The 
thyroid extract I have employed in some instances with very marked 
value. It is a well-known fact to breeders of animals that an animal 
which take on fat rapidly is not a good breeder. So it is in women ; 
where there is a large amount of fat metabolic changes take place 
in the ovaries. Such women cease to menstruate freely and such 
patients are very likely to be sterile. The administration of remedies 
such as the thyroid, which bring about the decrease of fat, and cause 
changes in the condition of the ovaries, will frequently result in the 
occurrence of pr^nancy. Of course, when we administer any remedy 
for sterility there is uncertainty as to its effect, for we know that 
sterility is due to a variety of causes. It may be due to conditions 
for which the woman is not at fault. When we have a patient 
who has taken on a large amount of adipose in a short period of 
time, and who has gone for a number of years without pregnancy, in 
whom under the influence of the drug a large amount of flesh is lost, 
while the menstrual flow is increased and pregnancy results, we arc 
likely to believe, and I think justly, that the drug has some influence 
in bringing about the result. 

1 have not used mammary extract nor parotid extract, and I feel 
very much that the clear position which Dr. Hare took is about 
correct. I have seen numbers of cases of inflammation of the parotid 
gland follow operations, but I do not believe it has ever occurred 
except as the result of infection. 

With regard to the influence of the ovaries upon the mammary 
gland, I do not believe that the operation itself has any influence upon 
this gland or upon cancer in the gland in women further than it 
arrests the hyper^emia which takes place in the mammary gland at 
every menstrual period, and thus the operation, in decreasing the con- 
gestion of the gland, may have an influence. It is a question whether 
the thyroid extract administered in the patients reported by Beatson 
had not as much to do with the subsidence of the diseased condition 
and the apparent arrest of the disease as tiie removal of the ovaries. 
The thyroid extract has a marked effect upon the epithelial and glandu- 
lar tissues. This is evident from the influence it has in decreasing 
the amount of bleeding which takes place from the uterus when 
women are inclined to bleed freely, and I have learned to have a 
certain amount of confidence in this drug in the irregular bleedings 
in women near the climacteric, in which there is no other sign of 
malignant degeneration. It also allays pain. I have found this in 
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my own experience. Dr. Coover, of Harrisburg, also speaks of its 
influence in allaying the severe pain of carcinoma of the uterus. 

Dr. George Ekety Shoemaker: It seems to me that observations 
should be largely empirical, for theory is not helping us much. I 
think those gentlemen who feel that these remedies have value should 
report a definite series of cases of failures with successes. I was speak- 
ing with a gentleman who has a very large gynaecological practice, 
who told me that he used mammary extract to stop haemorrhage with 
a great deal of satisfaction. If there is any field for these organic ex- 
tracts it is apparently in hemorrhage. 

Dr. John G. Clark: I have little to add to the discussion. I 
may say, however, that for three or four months I have prescribed 
parotid gland in a large number of cases of dysmenorrhoea and I regret 
to say I have thus far seen no beneficial result. I cannot but think, 
however, that ovarian extract may, in a certain number of cases, be 
of value. My own observations have not been systematic enough to be 
of definite value in arriving at a conclusion on this question. 

In this connection the late experiments of Knauer on the trans- 
plantation of the ovary in rabbits are interesting. In nearly every 
instance the ovaries have grown in their new position and the follicles 
have continued to develop. These experiments prove that there is 
within the ovary a principle independent of the nervous supply which 
we do not yet understand, an agent physiologically different from any 
other in the body. If these organs are extirpated there are marked 
changes in the general organism, therefore there must be in the ovary 
some definite principle which controls these phenomena. In the use 
of the ovarian extract I have seen apparently good results. The 
French writers report the most gratifying results, but I think Iheir 
observations are influenced too much by their optimistic tendencies 
when studying new remedies. 

Dr. J, M. Fisiif.r: If all can be credited which is reported by Dr. 
Krusen concerning the observation of various men, the use of these 
extracts should constitute an important part of the gynaecological thera- 
peutic armamentarium. But, as Dr. Baldy has well said, there are per- 
sonal elements in these cases and in the use of these remedies that must 
he taken into consideration, namely, the doctor and the patient. The 
doctor may wish to see results, and therefore endeavors to believe 
that he is obtaining them. I recall a case of fibroid uterus which came 
under my notice several years ago that was treated by a physician with 
the battery with a resultant decrease in size as shown by measurements, 
but I found that the tumor decreased in size at certain periods only. 
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that is, immediately after menstruation and after taking a good dose 
of Epsom salts. As seen in this particular case it was important to 
eliminate the personal element — the doctor-— before coming to definite 
conclusions. 

At the Jefferson clinic we have used thyroid extract as well as the 
ovarian extract. While we have not noted results as accurately as 
should have been done, we have become convinced of the fact that 
thyroid extract has an influence in reducing weight, I recall one case 
of amenorrhcea in whom the reduction in weight during the admin- 
istration of the drug was followed by a return of the menses. In the 
use of the ovarian extract I cannot recall a case in which we had any 
result. In my orivate work I had a case of bilateral suppurative 
disease several years ago, necessitating the removal of both appendages. 
The patient was a woman, short in stature, phlethoric and of exceed- 
ingly nervous type. After the operation she appeared to do well for 
three or four months, hut then began to suffer from all the symptoms of 
an artificially induced menopause. She was seized with frequently 
recurring violent abdominal and pelvic pains and an intermittent 
mucoid discharge from the uterus, attended with considerable suffer- 
ing. She had an idiosyncrasy for morphia and I was imable to relieve 
her suffering. As a last resort, after consulting Dr. Krusen, I tried 
ovarian extract, 5 grs. three limes a day. She at once appeared to 
improve, and while the attacks appeared as formerly they were not so 
severe, the intervals between the seizures were longer, and she 
improved in every particular. After a time I discontinued the extract 
and she again suffered as before. Again, after the use of the drug, 
she was relieved. This is the only case in which I have noted any 
benefit derived from the use of ovarian extract. 

Dr. John C. DaCosta: My experience has been confined chiefly 
to the thyroid extract. 1 have tried the mammary extract, but was 
not able to carry on the investigation long enough to obtain decided 
results. With the thyroid extract my results have been pretty uniform. 
The cases have been fibroids that refused operation. In the three 
cases which I reported some time ago the tumors reached about to the 
umbilicus and were tied down in the pelves, producing bladder and 
bowel symptoms. The patients absolutely refused operation and were 
put on thyroid extract in 5-grain doses. In each case there was 
marked dizziness and weakness following the use of the extract. 
When the extract was combined with y^ gr. of extract of nux vomica 
all disagreeable symptoms disappeared. After giving the thyroid 
extract fbr a little while I noticed more freedom in the movement of 
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the uterus and the adhesions seemed to be freer. The women became 
so comfortable under treatment that they absolutely refused operative 
treatment afterwards, I have used the treatment in several cases 
since; notably in one case during this year past of a woman with a 
fibroid as large as a small cocoanut, in which there was profuse bleed- 
ing. She told me she bled three weeks out of the four. After a week's 
treatment of the thyroid extract the hamorrhage ceased. There has 
been since a little menstruation at regular periods, but no hemorrhage. 
Rather to my surprise this uterus has diminished in size, so that now 
it is not larger than the closed fist. This i^ a result which I did not 
exl>ect. I have seen other cases in which the uteri diminished in size 
but would increase again. In another ca.se which I had lost sight of 
for a time, but have now seen within a week, the uterus, which was 
nearly to the umbilicus, does not now reach within two inches of it. I 
do not say it will not go back again. One symptom which I have 
noticed is a marked diminution in weight, especially marked in those 
who are very fat. In one case the weight was reduced from 173 to 
158 lbs. in seventeen days. The extract was not continued beyond this 
time, but exercise and regulated diet were continued. In the other 
extracts, except the mammary, which I did not give sufficient trial, I 
have but little faith and do not use them. 

Dr. WiLMER Krusen (closing the discussion) : My object in 
bringing the subject before the society was to secure a full discussion. 
which I think has been pretty thoroughly accomplished. 

The one point which I would like to have been brought out is 
what superior advantage mammary extract would have over ergot in 
the treatment of hsemorrhages. 

In regard to the character of the reports ; some may not be of the 
highest order, but we have records of the very best observers in Europe 
which speak favorably of these remedies. From 1896 to the present 
time these reports have been uniformly favorable. 

Dr. Shoemaker thinks we should have 'definite series of cases. We 
have a number of these, notably among which are those of Dr. Jacobs^ 
some 150 in number. 

Dr. Baldy spoke of the serum therapy, which is distinctly different, 
from the organo-therapy. 

The case of Dr. Russell is an interesting one as to the value of 
suprarenal extract. This extract I believe is not used mudi in gynx- 
cology, although the laryngologists find it useful. 

Dr. Fisher's statement that the drug was so valuable that a woman 
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was willing to pawn the very necessaries of life is, I think, a very 
strong argument for its use in some cases. 

The Operative Treatment of Cancer of the Uterus. 

By E. E. Montgomery, M.D. 

(See page 84.) 

Discussion. 

Dr. John G. Clark: I have been especially impressed lately by 
a series of cases by Wertheim, of Vienna, in which lie has carried out 
the radical method of operation. He has drawn his conclusions from 
twenty-four cases in which a careful dissection of the parametrical 
tissues has been made and the pelvic glands have been removed. Four 
or five years ago, after Dr. Russell had worked very carefully over the 
vaginal hysterectomy cases and had shown that the results were not 
as satisfactory as they apparently should be, I began working upon the 
possibility of a more radical method of operation, and being strongly 
impressed by his feelings as to the necessity for the removing of more 
tissue, I advocated a more radical operation for cancer of the uterus. 
After examining histologically the lymph glands it was found that 
they were apparently not involved so often as we had anticipated. In 
cancer of the breast the axillary glands are early involved. The work 
of Wertheim on this subject shows that our first view was perhaps 
the proper one. He has made careful examinations, and in a number 
of cases in which the glands were not visibly enlarged there were 
traces of carcinomatous metastases, showing that really the infection is 
frequently early, and therefore we are not safe in leaving the glands 
behind. In the last year or two I have reached the practical conclu- 
sion that if the glands are removed, as I prefer to do in all cases if the 
(patient's condition admits of it, and find the glands involved, the prog- 
:.nosis is unfavorable. Therefore, I have stated in a number of papers 
-that the removal of the glands is, perhaps, of more value from a prog- 
nostic than from a curative standpoint. 

As to the removal of the broad ligament, we have considered 
induration of the broad ligament a contraindication to radical opera- 
tion. Dr. Russell has reported cases in which the operation went 
through the cancerous area, nevertheless, the women are well to-day. 
These, of course, are exceptional cases, and a rule based upon these 
-results would be most fallacious. Wertheim states, as a result of his 
.examinations, that the board-like induration in the broad ligament 
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is sometimes inflammatory, rather than cancerous infiltration. From 
thirty years of practical experience, Freund, who was the first to 
perform a weli planned abdominal hysterectomy, is guided by the 
extent of the carcinoma in his selection of methods. Vaginal hyster- 
ectomy is the operation of election, if performed simply for its 
palliative eflFect. If, on the other hand, the chances of cure are favor- 
able, he performs the radical abdominal operation. 

The removal of the pelvic glands is not an easy task, for, as in 
operations for cancer of the breast, it requires painstaking care and is 
attended with considerable danger. The removal of the glands should 
be the concluding step in the operation, and is dependent upon the 
patient's condition; if good, remove the glands; if, on the other hand, 
she is in a precarious condition and her life will be jeopardized by 
continuing the operation, cease the operation at that point. 

In a general way I should, therefore, repeat the dogma laid down 
by Freund as the result of his thirty years' experience, in which he had 
carefully observed these cases and kept careful pace with literature 
of the whole subject; in case the cancer is inoperable from a curative 
standpoint; the uterus may be removed by vaginal hysterectomy to 
stay the hsemorrhage, to decrease the general disagreeable discharge, 
because it is quicker, easier and accompanied with less shock. If, on 
the other hand, there is a chance for cure, a radical operation is indi- 
cated. 

Dr. J. M. B.^LDv: I would like to a.sk Dr. Clark the number of 
cases he has had with good results where the glands have been dis- 
sected out, as compared with his experience with lesser degrees of 
dissection, in other words, the ordinary pan-hysterectomy? 

Dr. J. G. Clark: Up to the present time I have operated upon 
about twenty-one cases by the radical method. Of these twenty-one 
cases there have been two deaths as the immediate result of the 
operation. Of those which survived the operation the largest number 
have succumbed to the disease later, I am not in a position to give 
definite statistics for the subsequent course of all of the cases operated 
upon by men while an assistant in the Johns Hopkins Hospital which 
have been followed by Dr. Cullen. I am in the same position as 
Wertheim is with his cases. He ends his description of his operation 
by simply saying that time must be the factor in determining whether 
the radical operations are to give better results. 

Dr. J. M. Baldy : The whole subject of cancer is interesting and 
exceedingly discouraging. It seems to me that the admissions of Dr. 
Clark and others who have attempted the more extensive glandular 
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dissections have reduced the results practically to the same plane as 
that of the more moderate operators. .\sa matter of fact, most all 
the cases of cancer of the cervix die eventually of cancer. Dr. Kelly 
admits practically the same thing. I know of no one who has any other 
experience except the Germans. Many of the other men abroad 
admitted to me candidly that this was their own experience. When 
an occasional case lives there comes in the question of diagnosis. Be 
the operation vaginal hysterectomy or by the abdominal route with 
removal of as much of the tissue as is apparently involved, and exten- 
sive dissection of the glands (and I don't believe any man can thor- 
oughly dissect out all the glands of the pelvis) the vast majority die, 
and we might as well frankly admit that and begin the study of the 
whole subject of cancer over again from this standpoint, and not from 
the standpoint of a 20 per cent, to 50 per cent. cure. We might as well 
candidly admit that we do not believe the statistics that come to us 
from Germany. They may, in a sense, be strictly or technically true, 
but their teaching is false, and the general result of their publication 
is what we are interested in. 

Cancer of the fundus is an entirely different thing. Almost all 
operations that are done reasonably early remain well. In Dr. Kelly's 
statistics the vast majority have no recurrence. Pathologically they 
involve the same tissues. However, the one is practically a senile 
growth and the other a polyp. I saw Dr. Goodell remove a cancer of 
the fundus which had existed over four years. He removed the 
uterus and the patient was well years afterward. Cancer of the 
cervix would never have recovered. I do not believe that the man 
exists to-day who can clean out the glands of the pelvis thorougbly 
(superficial and deep). .\ study of the anatomy of the tissues involved 
would be convincing. Many of these cases may have infiltration of 
the glands, and many may not. It is a question at any rate as to 
whether these infiltrations are inflammatory or cancer. Pathology 
helps us little or nothing. When the pathologists disagree amongst 
themselves as to what is cancer in the uterus, what are wf! going to do 
when we have them considering the question of involvement of the 
deep glandular tissue? And the whole importance of these extensive 
dissections in an effort to remove the glands depends upon their dictum. 
Macroscopicaliy the inflammatory condition and the cancer condition 
are in the majority of instances not to be differentiated. When we 
come down to acting upon the fine microscopical showings we find 
that the attempt to clear out the pelvis means such a prolonged opera- 
tion that it will sacrifice 20 to 2$ per cent, more of the patients than 
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«e do by a lesser dissection. The advocates of the larger dissection 
cannot show any better results in their work in similar classes of cases 
than those who do not practice it by a lesser dissection ; and we know 
that the patients almost all die anyway eventually; therefore, why 
the risks of the immediate operation? 

I am glad to have heard Dr. Clark's admissions, both as to his 
own work, that at Johns Hopkins' and that in Germany, namely. Chat 
they have gotten no better practical results as to recurrence than where 
simple pan -hysterectomy has been performed. It has more fully con- 
vinced me than I was before, tliat these extensive dissections should, 
for the present, be left in (he hands of the few and should not be 
practiced by the many. 

Dr. Russell: I have gone carefully over the cases which Dr. 
Clark has mentioned, separating them into carcinomas of the body, and 
carcinomas of the cervix. The ultimate results of those originating 
in the body were as Dr. Baldy has said, very gratifying, 60 per 
cent, living for two years. In carcinoma of the cervix and the vaginal 
portion of the cervix, dividing them into epitheliomata and adeno-car- 
cinomata, we found that epitheliomata seemed to be more malignant 
than the adeno-carcinomas, 15 or 20 per cent, living two years after 
operation ; and of the adeno-carcinomas about 20 per cent. I dislike 
to be placed among those whom Dr. Baldy charged as not being truth- 
ful, but that is what we found among our patients. 

In reference to the operation I cannot altogether agree with what 
Dr. Baldy has said about the pathologists. It is 'true that so many 
of them disagree that one doesn't know where to stand, but I think 
that if one works persistently and studies we will come to a field where 
we will make headway. There arc, however, very few men who are 
willing to spend that time. Certainly the pathological work is helping 
a great deal in diagnosis of carcinoma of the body of the uterus. The 
examination of the curetted specimens will give very positive evidence 
in some cases of what really exists. As to o|ieration, we should consider 
always that which is the liest for our patients, and we know that car- 
cinoma if not operated upon is hopeless. If operation is done it 
should be done in the very best way possible, and in a way to get rid of 
as much of the cancerous disease as possible. No man can say in any 
single case how this disease is limited to any one field; whether the 
carcinoma is in the cerrix or has gotten into the glands, so our moral 
duty to^our patients is to get rid of every bit of tissue which we 
suspect can be involved. That is my position in regard to carcinoma. 
It seems to nie that not nearly enough credit has been given to Dr. 



Digitized by Google 



The Philadelphia Obstetrical Society. 



Werder, of Pittsburg, for his method of operation for carcinoma of the 
uterus, a method which obviates all the dangers of inplantation and 
lesens the risk of infection, and gives the best chance of getting rid of 
as much suspected area as possible. I cannot say anything better, 
perhaps, at this meeting than to emphasize how much that operation 
has impressed me, and how much credit should be given to Dr. Werder. 
If it does not give better results than all others, then the original oper- 
ation for carcinoma of the uterus is practically hopeless, because that 
has accomplished all that can be done from a radical standpoint. It 
includes not only what the Clark-Rees operation has done, but goes 
further in giving us an opportunity of dissecting away large portions 
of the vagina and of entering the pe^itona^al cavity. 

Dr. West: At the risk of being classed with the "Germans," in 
Dr. Baldy's opinion, I wish to report a case operated upon by the 
author of the paper under discussion about thirteen and a half years 
ago, of undoubted carcinoma of the uterus. Ttie woman was en- 
gaged in nursing and is still carrying on that work. This is an 
instance showing that at least not all of these cases die, unless the 
patholc^sts are always at fault. 

Dr. Geo. Erety Shoemaker: Even if our cases do ultimately die. 
there is a great deal accomplished by the radical operation for carcin- 
oma as it now is. I should be very sorry to give up the operation, 
judging from my own results. I have had patients live in comfort 
three or four year^ as the result of the operation, and even if recur- 
rence .should come after that interval enough has been gained to 
warrant the small risks of the radical operation. I have recently 
examined and found entirely well, after three years, two cases of 
vaginal hysterectomy, in which extension had occurred from the 
cervix to the vaginal wall. Cautery used to cut edges in both cases. 
Microscopical diagnosis in both. One had broad ligament extension 
originally. 

Official Transactions. 

Frank W. Taixey, M.D., Secretary. 
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THE STREPTOCOCCUS IN GYNECOLOGY.* 

By Guy L. Hunner, M.D., Baltimore, Md., 
Resident GyDiecakigist to the Johns Hopkins Hospital 

1 can scarcely hope to present new ideas to this assembly of work- 
ers in the field of obstetrics and gynecology. But if, in the citation of 
a few cases that have come under my observation, I should succeed in 
emphasizing one or two practical points in the diagnosis and treat- 
ment of this important group of cases, I shall feel that my visit with 
you has been mutually helpful ; for I am certain, in the discussion that 
is to follow, to gaiti new ideas and a stimulus for better work. 

My thanks are due my colleague, Dr. G. Brown Miller, for allow- 
ing me to use some of these cases, for he is soon to report them in an 
excellent article on the same subject. In the American Journal of 
Obstetrics, Vol. 39, he reported seven cases of streptococcus infection, 
and his coming paper will contain a report of four others. The eight 
cases I speak of to-night include these four, which I was privileged to 
work up from the bacteriologic side, and four cases I have seen in the 
past two months. 

You are all familiar with the two well- recognized clinical forms of 
streptococcic infection — the general, or systemic, or acute puerperal 
septicaemia, in which, in the course of one to three days after labor 
or abortion, we find the patient in a state of great prostration, with 
anxious, at times rather excited, facial expression ; rapid pulse, variable- 
in quality ; high temperature ; sleeplessness ; intense thirst ; dry skin, 
and coated tongue. Too often our efforts to save these patients are 
fruitless, and in the course of one or two weeks they die. In the second 
form we find certain local signs and symptoms, and greater or less 
general or systemic reaction. It is of this latter form that I wish to 
speak to-night, and I think the briefest and most forcible way for me 
to emphasize a few general principles, in their diagnosis and treatment, 
will be to cite case after case, and develop the subject as we proceed. 

The first case was a young unmarried woman of twenty-two years, 
admitted Dec. 28, 1900, who, eight days before, had introduced a bougie 
to bring about an abortion of a two-months' fcetus. Twenty-four hours 
after the bougie was introduced she passed some blood and a grayish- 
looking mass, which she considered a fcetus. She was up and about for 

• Read. For Discussion, see page 135. 
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a week, with no pain, and no discharge from the uterus. On the day 
before admission she began to liave chills and fever, and on the day of 
admission, a burning sensation began in the pelvis and lower abdomen, 
accompanied by nausea and vomiting, and chilly sensations, and at the 
time of admission, 4 o'clock in the afternoon, she was seen in a shaking 
chill. She was seen soon after getting to bed, and her temperature 
registered 102° F. ; her pulse, 108. She complained of being cold, 
appeared cyanosed. and had a troubled, anxious expression. Her pulse 
was small, bounding, easily compressed; her tongue pale, clean, and 
moist. She lay with thighs flexed, saying that this position eased her 
pain. She complained of constant burning in the pelvic region, but 
had none in the upper abdomen. On quiet breathing the abdominal 
movements were natural, but, on deep inspiration, the lower abdomen 
seemed fixed, and the patient complained of pain. in this region. Deep 
pressure was well borne above the transumbilical line, but pressure 
below this line, in any part of the abdomen, caused pain and elicited 
muscle resistance. Movable dulness was made out on the left side, but 
was considered due to bowel contents. During examination of the 
abdomen two attacks of spasmodic pain occurred, each lasting about 
a minute, the patient describing them as burning and pressing in the 
lower abdomen, and shooting pains in the lumbar regions. 

Pelvis examination per rectum revealed a large, soft, and very 
sensitive uterus, with no lateral masses. 

The leucocytes at 5 P. M. were 15,500, the temperature at 6 P. M. 
was 103.6° F. Soon after examination the patient passed several large 
blood clots, after which her spasmodic pains ceased. In the fluid 
blood, which flowed for some time after the clots were [passed, micro- 
scopic examination revealed a great many cocci in chains, and a few 
bacilli. There was no odor from this dischai^. The patient's tem- 
perature reached normal six hours after admission, and did not again 
rise. 

I cite this case as one that is usually dealt with by -the obstetrician 
rather than the gynaecologist. It belongs to that class forming the 
majority of puerperal infections, called by Matthews Duncan sapramia. 
The toxemia in these cases was formerly supposed to be due to the 
presence and action in the uterus of the saphrophytes, and various pu- 
trefactive organisms of which we know but little. But later workers 
have shown that the ordinary pyc^enic organisms are quite as fre- 
quently the infecting agents. 

The question of treatment in such cases is still one of much dis- 
cussion. We called the surgeons in consultation over this particular 
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case, and, influenced, I suppose, by their valuable experience in appen- 
dix cases, they were in favor of immediate exploration of the abdomen. 
Knowing how often these puerperal cases recover, and having the 
patient where we could watch her closely for signs of general periton- 
itis, we decided to follow the expectant plan. Had she not spontane- 
ously ejected the clots from her uterus, we would undoubtedly have 
had to curette within the first twenty-four hours. This we would have 
done gently, using care not to scratch up the deeper walls of prcrtective 
cells usually thrown up in these cases, and then we would have douched 
with sterile water. As it was, we simply used hot fomentations until 
the pain ceased, and at the end of a week of normal temperature we 
curetted the retained secundines. 

Case II. does not correspond to the type most frequently seen in 
streptococcus infections, but it demonstrates the form of treatment I 
wish to emphasize, when one is compelled to enter the abdominal cavity 
and do hysterectomy, in streptococcus cases. 

The patient was one with pus tubes, as well as localized pelvic 
abscesses. As you know, pus tubes are not a characteristic of strepto- 
coccus infections. The patient, a married woman, aged forty-one 
years, mother of eight children, had given birth to a child twelve days 
before admission. Her labor was normal, the physician arriving in 
time to deliver the placenta. The patient was a midwife, and said the 
physician used no cleanly precautions before attending her. She did 
not know whether he put his hand in the vagina. The day following 
she had a severe chill, her temperature arose to 105°, and abdominal 
pain with tenderness and swelling began. The abdominal symptcms 
were relieved by cathartics and hot fomentations. She had a second 
severe chill, and has had chilly feelings every day. Her temperature 
has not been below 100° at any time. 

The patient came to the hospital because of this fever, general weak- 
ness, and more particularly because of great difficulty in voiding urine. 

On examination she did not appear very ill — she was anaemic, her 
tongue was red and coated, her temperature registered 98.6°, and pulse, 
84. The abdomen was full, rounded, and soft — a mass was felt reach- 
ing into hypogastric region from below. The outlet showed rectocele 
and cystocele, the bladder apparently being full and everting the ante- 
rior vaginal wall. The fundus was represented by a large, rounded, 
irregular, doughy mass, lying slightly to the right of the median line, 
and reaching two-thirds of the distance between the symphysis and 
umbilicus. There was very little abdominal tenderness. There was a 
small area of special tenderness at the junction of the uterus and left 
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broad ligament, but no pelvic masses could be felt. A diagnosis was 
made of subinvolution, possibly retained secundines. The patient wa» 
ordered rest in bed, hot douches, bowels well regulated with salts, 
and careful note of vaginal discharge. 

She had to be catheterised a few times the first two days, but this 
trouble cleared up, and she improved steadily until Uie fifth day. On 
this day she had her first elevation of temperature, re^stering 99.8°. 
The temperature became higher each day, until it reached 102°, on the 
seventh day. On the eighth'day she ccnnplauied of severe pain in the 
left inguinal re^on, and an enlarged gland was noted. On the tenth 
day a boggy, oblong swelling was noticed along the site of the round 
ligament, as it emei^ed from the external ring. On the thirteenth day 
she complained of severe pain over the entire lower left quadrant of 
the abdomen. On bimanual vaginal examination, a soft, boggy, and 
very tender mass was discovered to the left of the uterus, in the broad 
ligament. From the seventh to the eighteenth day her temperature 
reached 102° to 103° each day, her pulse varied from 100 to 120, and 
the patient was gradually losing ground. After much persuasion, she 
consented to an operation. 

On opening the abdomen the peritona;um was found much thickened 
and congested, the omentum was adherent to the bladder and plastered 
over the sigmoid, and this, in turn, was densely adherent to the left 
tube and ovary. The sigmoid was freed with much care and difficulty, 
pus escaping from the end of the left tube as the sigmoid was detached. 
Dry gauze was packed over the tube, and the bowels were carefully 
packed away from the pelvis. A hystero-salpingo-oophorectomy was 
begun by first tying off the right ovarian and round ligament vessels, 
and then freeing the right pus tube and adherent ovary. The bladder 
was then dissected across, and tying of the left side begun. This was 
complicated by the presence of great cedema of the tissues and three 
isolated abscesses, one located far out on the side in the infundibulo- 
pelvic ligament, another about the round ligament as it left the cavity, 
and a third beside the uterus, in the base of the broad ligament. Artery 
forceps were plunged into each of these abscesses, which were about 
3 cm. in diameter, and the contents taken up with dry gauze. The 
infundibulo-pelvic abscess contained a thick caseous pus, while the 
<: ihers held a white pus of creamy consistency. After tying the uterine 
vessels and amputating at the cervix, the posterior lip of the cervix 
was split and the incision carried down into the posterior vaginal wall. 
Through this incision two large iodofomi gauze drains were carried, 
.^nd these laid loosely to fill the entire true pelvis. Two large iodoform 
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gauze drains were then loosely placed in the false pelvis, in such man- 
ner as to keep the intestines entirely away from the site of the 
abscesses, and these drains were carried out of the lower end of the 
abdominal incision, its upper two-thirds being closed with through- 
and-through silk-worm gut sutures, after carefully laying the omentum 
between the gauze and intestines. 

The patient was of low vitality before the operation, and she 
showed severe collapse for two or three hours following the c^ration, 
but strychnia and hot stimulating enemata assisted in her rally, and 
she had a good convalescence, except for a pleurisy with slight effusion, 
which, however, cleared up before her dismissal. I saw her two weeks 
ago and she is in excellent health. Streptococcus was found on cover- 
slips and grown. 

We all recognize to-day that by far the most frequent puerperal 
mfection is that of the streptococcus, and that the route of extension 
in puerperal infections is generally through the uterine walls, particu- 
Jarly at the site of the detached placenta. Consequently, we most 
often find in these cases an infection of the tissues about the uterus, 
and to this infection we give the term parametritis. Naturally the in- 
fection may extend in any direction, and we recognize parametritis, 
anterior, posterior, and lateralis. 

Generally these invasions of the connective tissue are limited to 
the lymphatics of the pelvis, but they may travel anteriorly, forming 
abscesses as high as the umbilicus ; posteriorly, as high as the posterior 
mediastinal space: laterally, we frequentlv find abscesses in the false 
pelvis, on the venter of the ilium. 

My third case I shall class as one of parametritis anterior, although 
it is decidedly atypical. The patient, aged thirty-three years, entered 
the hospital about two months ago, complaining of weakness and ten- 
derness in the lower abdomen. Eight weeks before admission she had 
a miscarriage of a five-months' foetus. She bled profusely for two 
days, when her physician removed the afterbirth from the uterus by in- 
serting the hand. The next day she was taken with chills and fever, 
headache, nausea, and general malaise. She was in bed four weeks, 
and for the past four weeks has been up and about the house, but 
noticed, a day or two after getting up, that she had great tenderness 
and some swelling over the symphysis pubes. 

On admission she was anicmic, her hjemaglobin being 55 per cent. 
Her temperature ranged between 101° and 102.4°, and the leucocytes 
were li.ooo. The hypogastric region was considerably distended by a 
boggy fluctuating mass. The pelvis organs were normal, the uterus 
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being pushed downward and forward by the mass in the anterior ab- 
dominal wall. A desire to urinate was caused by bimanual compression 
of the uterus below, and the mass above. Dr. Kelly operated, simply 
making a free incision through the cedematous fat and anterior fascia, 
and evacuating 300 or 400 c.c. of milky white pus from an abscess 
cavity formed over the recti muscles. Streptococci were demonstrated 
on cover slips and in culture. 

The other five cases are more characteristic of parametritic infec- 
tions, with which the gynascologist has to deal. I will first speak of 
two fatal cases, from which we had impressed upon us certain points 
in their diagnosis and treatment. 

Case IV. entered the hospital in June, 1899, complaining of ab- 
dominal pain and a mass in the lower left abdomen. She had given 
birth to five children, and dates her present illness from the birth of 
her last child, twelve weeks before admission. She was in bed eight 
weeks after her confinement, with nausea, and pain and burning in the 
left side. She noticed a tumor mass in the left side soon after labor. 
She had no chill, and thinks there was no fever. On admission her 
temperature was 99.4°, and her pulse, 100; her color was good, and ■ 
general condition good. The abdominal walls were fiaccid. In the 
lower left quadrant was a mass extending from Poupart's ligament to 
the transumbilical line above and to the rectus muscle medianwards. 
This mass was of "bony hardness" along its peh/is portion and softer 
towards its upper border, where peristalsis and intestinal tympany were 
observed. Vaginal examination revealed a normal feeling uterus and 
right lateral organs. The mass on the left was independent of the 
uterus and rigidly bound to the pelvic floor. Various diagnoses were 
made by different members of the staff. On opening the abdomen the 
uterus and right lateral structures were found normal. The proximal 
end of the left tube seemed normal, but its distal end was lost in a mass 
made up of tube, ovary, broad ligament, intestines, and thickened 
peritoneal wall. On attempting to free the very adherent intestines, 
a small amount of pus escaped from the region of the ovary, and this 
showed cocci in chains. Dr. Stokes was operating, and after a futile 
attempt to free the intestines he decided to abandon the operation and 
leave free drainage through an incision posterior to the cervix and 
through the abdominal incision. 

The pulse continued rapid after the operation, and on the fourth 
day the gradually increasing temperature reached 103°. There was 
extreme thirst, vomiting, and restlessness; the leucocytes were 28,000. 
She died on the fourth day, and, while no autopsy was permitted, we 
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felt sure that her death was due to streptococcus peritonitis, as this 
organism had been grown from the pus obtained at operation. 

Case V. was one upon which Dr. Kelly performed a left salpingo- 
oophorectomy, the patient dying seven days later, of a general purulent 
peritonitis. The case is particularly interesting, because she gave a 
definite history of her present illness dating from her last puerperium, 
two years previously. 

At the operation a dense walled ovarian abscess was removed, no 
particular precautions being observed against infection of the general 
cavity. On the day after operation we were surprised to find a pure 
culture of streptococcus on our media. We should not have been sur- 
prised, had we considered the patient's history, and the character of 
the abscess wall, which was indurated and cut almost hke cartilage. 

The last three cases I will report were operated upon with these 
two disasters in mind. The diagnosis was made, in each case, of 
probable streptococcus infection, simply on the history and on the pal- 
pation, and the operations were done with due precautions. 

Case VI. came to Dr. Kelly about the first of this year, with the 
following history: Thirteen months previously she had given birth 
to a child, and apparently had a normal puerperium, getting up on the 
tenth day. One month after labor she was taken suddenly ill with 
severe pain in the left side, and chills and fever. For three months 
she was in bed, with irregular fever, the temperature at times reach- 
ing 103°, night-sweats, nausea, and vomiting, local abdominal tender- 
ness, and backache. For the past six months she had been about the 
house, exertion, however, increasing her pain. There had been more 
or less pain on micturition and defecation. This history made us 
suspect puerperal infection, and the pelvic examination strengthened 
our surmise as to its nature. The fundus was pushed slightly to the 
right by a hard, rounded mass, apparently occupying the broad liga- 
ment space and being fixed on the pelvic floor. 

Dr. Kelly enucleated a tubo-ovarian mass, as in Case V,, but in 
this instance the abdominal cavity was first well wallled off, and on 
rupture of the mass care was used that no pus became distributed. The 
right tube and ovary were released from adhesions, and an adherent 
vermiform appendix removed. An incision was made posterior to the 
cervix, and a large iodoform gauze drain pushed through this and 
loosely laid over the raw area on the left, and behind the released right 
adnexia. 

The patient's convalescence was uninterrupted, her highest tem- 
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perature, 100.5°, being reached on the fourth day. Streptococcus was 
grown from the pus. 

Case VII. was that of a young woman who entered the hospital 
last June, complaining of pain in the lower abdomen, fever, and a 
bloody discharge. Three weeks previously she had brought on the 
abortion of a five-months' fcetus by the introduction of a bougie. On 
the third day following the miscarriage she had chills and fever. 
Wishing to conceal her condition, she got up on the fifth day, and had 
been running a sewing machine until three days before admission, when 
:.lie was again ccmipelled to go to bed because of pain in the left pelvis 
and down the thigh. On admission, her temperature was normal and 
her general condition good. In the lower left quadrant of the abdomen 
a fist-sized mass was felt, and on vaginal examination this seemed 
to be far out in the broad ligament, and was rounded, immovable, and 
very dense feeling. With this history and examination and our ex- 
perience with Case IV., Dr. Cullen decided to reach the mass with an' 
extraperitonEeal incision. Accordingly the Bardenheuer extraperitmixal 
inguinal incision was adopted. On reaching the venter of the tUum 
an abscess was found and evacuated of about two ounces of brownish 
pus. The walls of this abscess were thick and indurated. In break- 
ing up this mass, Dr. Cullen thought his fineer went through tiie 
peritonaeum into the abdominal cavity. He. therefore, changed his 
rubber gloves and made a median exploratory incision. The uterus 
and lateral organs wfere found normal and no puncture hole was found. 
Tliis median incision was closed and the inguinal incision freely 
drained with iodoform gauze. The patient made an uninterrupted re- 
covery. Cover slips and cultures showed pure streptococcus infection. 

My last case entered the hospital on January 1st, this year, and, like 
Case VII., is of particular interest, because of the extraperitonjeal 
treatment. She began having labor pains and haemorrhage five weeks 
previously, and, being seven and one-half months pregnant, she called 
a midwife. This individual packed the vagina and put the patient to 
bed. After three days, there being no more pain or hsemorrhage, the 
pack was removed. Pains soon began, and after twenty-four hours a 
living fcetus was expelled. For the succeeding twenty hours the pa- 
tient had severe after-pains and free bleeding. The midwife then intro- 
duced her hand and removed the retained placenta. About five days 
later fever began, and continued during the four weeks of her illness. 
She had been in bed with fever, pain in the right lower abdomen, 
severe dyspncea, great general weakness. On admission, the patient 
was in a very prostrate condition. She was anasmic, drowsy, had no 
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anxious expression, subsultus about mouth muscles, foul breath, 
thickly-coated tongue; pulse, 130, small, soft, easily compressed; tem- 
perature, 103.2° ; leucocytes, 14,400. On examination there was no 
evidence of general peritonitis. She resisted paction in the right 
lower quadrant. On bimanual examination a mass was felt filling the 
right anterior pelvis. This was intimately associated with the uterus, 
and lay anterior atnl to the right, bulging the rig^t vaginal wall. The 
mass was of about the density of a normal uterus. Posterior to the 
cervix could be felt some induration. 

An attempt was made to reach the mass by cutting through the 
vaginal vault, posterior to the cervix, and then working to the right 
with the finger, but the mass proved too dense. We then thought of 
puncture through the most bulging portion of the right vaginal wall, 
but on introducing a sound into the bladder and estimating the position 
of the ureteral orifice, it was decided that the ureter and uterine ves- 
sels might be endangered. Inserting a gauze posterior to the cervix, 
I abandoned the vaginal route, and made the right inguinal incision. 
By cutting parallel to Poupart's ligament, and about four centimeters 
above it, I made an incision about six centimeters long. The super- 
ficial epigastric vessels were seen at the lower end of the incision, and 
a large branch of the deep circumflex iliac at the uj^er end, but no 
vessel was clamped or tied in reaching the peritonaeum. The peri- 
tonaeum was pushed forward off the mass, and then, with blunt haemo- 
static forceps, the mass was punctured. At first no pus was obtained, 
but by plunging the forceps in various directions and gently spreading 
the blades, several abscess pockets were evacuated. The pus smelled 
as though infected by the colon bacillus, and many bacilli and cocci 
were seen on the cover slip, but no growth was obtained on agar plates. 
In spite of this negative result, as regards the streptococcus, I feel 
warranted, from the history of the case, and from the cellulitic char- 
acter of the mass with its pockets of pus, in reporting this case among 
the others, all of which showed streptococcus in pure culture, except 
Case I. On the third day after operation, the temperature, which had 
fallen markedly, again rose to 103°, and the patient had a chill. I 
withdrew the gauze from behind the cervix, and, with an index finger 
in the retrocervical wound, I plunged an artery forceps through from 
the inguinal wound, and thus established a tract entirely through the 
cellulitic mass. The patient made a slow but very good recovery, going 
home after six weeks, with some induration still palpable behind the 
cervix and on the right side. 
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Allow me, after this rambling report of cases, to recapitulate in a 
few words: 

First, the gynaecologist should make a probable diagnosis of 
streptococcus infection from the history alone. 

Second, the characteristic post-puerperal strq>tococcus lesion is ttw 
(!ense cellulitic mass usually situated in the subperitonseal tissues, and 
localized on one side or in one region. Palpation, as an aid in diag- 
nosis, is second in importance only to the history. 

Case II. demonstrates that there are exceptions to this rule. 

Third, having made a diagnosis of prc^ble streptococcus infection, 
consider well the method of operating. As you bave seen from this 
brief series, many cases can be reached without entering the peritonxal 
cavity. Where it is absolutely necessary to do cosHotomy, use great 
care in guarding the general cavity, and if contamination of the pelvis 
occurs, leave a free supply of gauze, not so much for drainage as for 
the purpose of keeping the intestines away frcrni the infected area, 
until there is formation of protective granulations. 
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SPINAL ANESTHESIA IN CASES STRONGLY CONTRA- 
INDICATING GENERAL ANESTHESIA— A REPORT OF 
FIVE CASES." 

By Andrew J. Downes, A.M., M.D., Philabelpmia, Pa., 
GjDtecoIogJEt to St. Mary's Hospital. 

In the robust, healthy individual not too far advanced in years, 
owing to the complete abolition of all the senses, general anxsthesia 
properly administered leaves little to be desired. But patients with 
organic heart disease, with bad kidneys, with pulmonary complaints, in 
the debilitated and in the aged or in whom a combination of some of 
these conditions exist, every surgeon has desired a less dangerous and 
certain method of anaesthesia. Local ansesthesia after the method of 
Schleich partly solved the difficulty. The more recent procedure, the 
so-called spina! anaesthesia for operations below the diaphragm, is a 
further step, and almost a final one, in the solution of this surgical 
problem. I have refrained from using this method in the first das» 
of patients. In the class of cases contraindicating general anaesthesia I 
have used the Coming-Bier method five times. I report these cases not 
alone on account of the ansesthetic given, but also because of the sur- 
gical features involved in them. Tliey were all under my care in St, 
Mary's Hospital. 

Case I. — Mrs. S., aged 37 years, admitted November 7, 1900, to 
hospital, and soon transferred to my wards. She had been well until 
eighteen months ago, when she had an acute abdominal painful condi- 
tion, diagnosed at the time as appendicitis. She had recently been in 
tile medical ward of a large hospital. 

Present History. — For the last five weeks she has complained of 
pain in the right iliac and pelvic regions. During the last two weeks 
her feet and legs, more especially the right one, are swollen. She 
is short of breath, has an irritable stomach and vomits nearly daily. 

•Read. For Discuss/on, seepage 133. 
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The abdomen is enlarged, and contains a quantity of free fluid. A 
vagfinal examination reveals a tender right ovarian region, with fixation 
of ovary and uterus. Note of Novemlter i4tU shows severe abdominal 
pain, constant vomiting, a rapidly increasing abdomen and extreme dys- 
pnoea. The case was diagnosed as tubercular peritonitis. The dis- 
tension and tension of the abdomen' prevented palpation of an)- con- 
tained organ, except as cited above per vaginam. 

First operation November 27, 1900. Ether anaesthesia. Long in- 
cision in the semilunar line, seven quarts of ascitic fluid evacuated, and 
the following conditions noted : Oecum congested and sparsely spotted 
with miliary tubercles, the appendix hard, white, adherent and tubercu- 
lar. The right ovary and tube tubercular and fixed with the uterus iil 
a layer of organized exudate, a plane of which seemed to divide the 
pelvis from the general abdominal cavity. A large tubercular mass in 
the omentum between the stomach and colon could be brought into view. 
By lifting the abdominal incision and looking within, a large, glistening 
peritonxal covered mass resembling in appearance a fibroid was seen 
continuous with and to the right of the stomach. Most of tne bowel 
surface was studded with small gray tubercles. The abdomen was irri- 
gated, emptied dry and closed without drainage. Owing to the low 
condition of the patient during the anaesthesia both breasts were filled 
with salt solution, oxygen and strychnia administered and every pre- 
caution taken ; yet in spite of a brief operation, the shock was profound 
and the rally slow. In course of a week some improvement was ap- 
parent, the abdomen was flat and flaccid and its contents easily pal- 
pated. The large tubercular lump in the omentum near the stomach 
was now perceptible and easily felt by the patient, to her great disap- 
pointment. She informed me that it was the same as two months ago, 
before her abdomen was swollen. Vomiting had not improved by the 
operation. She retained the food she had taken for about twenty-four 
"hours, then she had a very large vomit, sometimes containing partly 
^ligested blood. There was not much pain in the stomach itself. She 
had moderate-sized faecal movements. She continued to emaciate, yet 
her pulse, respiration and temperature became lower than since her 
admittance to the hospital. The abdomen remained flat, but began to 
have free fluid. The right leg to above the knee remained swollen. 
The temperature did not rise to above 99. Her vomiting was persistent 
.as described above. She constantly begged me to operate, remove the 
:lump and relieve if possible her vomiting. With the condition within 
,her abdomen so thoroughly known there was little to be expected from 
surgery. Yet even if the chances of prolonged life are wanting it is 
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hard to see one constantly vomiting. The patient desired to take the 
risks, so I finally yielded to her frequent frequests to make some 
effort. The experience of the former operation contraindicated general 
anaesthesia and the subarachnoid method was decided on, 

Second operation, January 4, 1901. Twenty minims of a 2 per 
cent, solution of cocaine were injected through the fourth lumbar inter- 
space. The needle at first impinged on the laminae, but finally was made 
to enter the interspace and fluid ran freely from the needle, but it ^vas 
blood-tinged. However, it came so freely that I thought some small 
vessel was bleeding within the medulary canal and tinged the spinal 
fluid. Anaesthesia came on slowly. After waiting ten minutes the ab- 
domen was prepared and after the lapse of fifteen minutes since the 
injection, the incision was started. She felt pain, so 1 infiltrated with 
a very small amount of Schieich's fluid, which I had ready for this 
emergency, and made a three-inch incision upward from the umbilicus. 
The incision was too short, so I continued it with the scissors above the 
infiltrated area with no complaint from the patient, proving that finally 
anesthesia had extended to the ensiform twenty (five) minutes after 
the spinal injection. There was some intra-abdominal improvement. 
There seemed less tubercular studding of the bowel. The mesenteric 
masses were smaller and there were only two quarts of ascitic fluid. 
No fresh adhesions could be found. The mass continuous with the 
stontach was found to be a tubercular condition of fully one-half of 
the stomach, the pylorus and some of the duodenum. There was evi- 
dence of an old healed large ulcer on the anterior wall of the stomach. 
The patient was very much distressed at hearing me say that I could 
remove nothing. This depression, with very severe vomiting once be- 
fore the incision was made and again while handling the stomach, pro- 
duced the appearance of great shock. She rallied, however, and I 
decided to give her the small chance of a gastro-enterostomy. Posterior 
fixation was out of the question owing to the thickened condition of the 
mesocolon, so I brought the nearest coil of small bowel over the colon 
and the tubercular omentum to a healthy portion of the stomach on its 
anterior wall to the left of mid stomach and united the surfaces in a 
somewhat novel metlwd. Any method except suture alone was not 
practical, because one could not sew from the under side with a medium 
between the approximated surfaces. I united by continuous suture the 
intestine and stomach for two inches side to side lower part of stomach 
surface to adjacent longitudinal surface of bowel. When the end was 
reached the suture was continued half an inch away and higher on the 
stomach wall parallel to the first row of stitches to meet a higher op- 
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posite level of intestine, and this second line of sutures carried back to 
opposite the original starling point. The suture was continued to the 
original starting point, so that, when tightened, this small unsutured 
part would be closed. It was left loose, the approximated surfaces of 
the stomach and intestine incised by small opposite incisions, scissors 
inserted and the mid line of the united surfaces cut through to nearly 
the length of the approximation. The end suture was pulled tight and 
lied and an extra stitch taken at each end. No soiling of the peri- 
lonxum occurred. The bowel before and beyond the anastomosis was 
attached by a few stitches to prevent angulation. The abdomen was 
closed and the patient placed in bed with very little depreciation from 
the operation. During the operation there was involuntary bowel 
tvacuation. On leaving the table a blood-stained vomit occurred. 
There was a post-injection rise of temperature of only one degree. 
There was no delirium. The pulse and respiration increased in fre- 
quency and the heart grew weaker, and she died without any complaint 
and little or no pain twenty-four hours after the operation. She was 
perfectly conscious throughout and there was no evidence of impending 
death until five minutes before the end came, when her heart gave out. 
A post mortem made within half an hour revealed a perfectly clean 
abdomen and a nonleaking anastomosis. The preliminary deprivation 
of food, the lavage of the stomach before operation, in an already 
starved and emaciated patient, the realization that she had no chance, 
and the necessary drain on her limited vitality of so serious an opera- 
tion hastened slightly the evidently impending end of her life. There 
was no evidence whatever that the anaesthetic was a factor. 

The specimen which I exhibit is a tubercular stomach far advanced 
with pyloric obstruction. 

Case 11. — Mrs. C, aged 70 years. The uterus began to descend to 
patient's knowledge over two years ago. Five months ago the cervix 
appeared at the vulva. Examination revealed complete prolapse of the 
anterior and posterior vaginal walls, with large, ulcerated discharging 
cervix extending two inches below the vulva. The cervix was much 
elongated, the fundus was behind the symphisis in the pelvis. The 
cervix, cystocele and rectocele were replacable, but remained so only in 
recumbent position. The patient was miserable, unable to stand on her 
feet long, could do no work, and the appearance of the excoriated, pus- 
covered and slightly bleeding cervix was suspicious. I advised re- 
moval of the uterus. The presence of mitral regurgitation and aortic 
stenosis, and her advanced age, contraindicated general anaesthesia. 
Operation January 11, 1901. 
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Vaginal hysterectomy, electro-thermic hasmostasis, no ligatures ; 
anaesthesia — twenty minims of 2 per cent, solution of cocaine in sub- 
arachnoid space. Temperature normal at 11 A.M., before operation. 
Highest temperature 103° at 7 P.M. Delirious about four hours. No 
headache. Accelerated bounding pulse for over twelve hours. Next 
day perfectly conscious. Gauze packing removed on the third day 
hardly blood-stained. Xo tympany. Little abdominal pain. Rapid 
convalescence. Patient left hospital within four weeks. Vomited 
twice during operation and had involuntary evacuation of bowels and 
bladder. She left operating table in marvelously good condition, gave 
no evidence of shock or anxiety during operation, seemed to be quite 
pleased, and so expressed herself. 

Case UI. — Mrs. H., aged 40 years, admitted to St- Mary's Hospital 
4 P.M., January 19, 1901. The next morning I obtained the following 
history: Two years ago she had an attack characterized by pain and 
swelling in the right lower quadrant of the abdomen. She was in bed 
three weeks, her attendants diagnosing her case as peritonitis. Present 
trouble began January 3, 1901, with sudden acute pain in the back and 
abdomen. Pain lasted two hours and disappeared, so that she could 
resume her work. She did not faint. January 66h, three days later, she 
had a similar attack, this time accompanied by vomiting but no loss of 
consciousness. She had a third attack the following Sunday (January 
13th), which compelled her to go to bed, where she had since remained 
until moved to the hospital. The pain came on suddenly and caused 
faintness. During these attacks she bled freely, but gave no history of 
passing decidual membrane. During the last week there had been con- 
stant but moderate bleeding. 

Examination January 20th. Sliows a fluctuating, very sensitive mass 
below and behind the cer\ix. which is pushed upward and backward 
behind the symphysis. The uterus is fixed in and above the surround- 
ing mass. I incised the tense bulging post-vaginal fornix after steril- 
izing the vagina and gave vent to over a pint of dark clotted blood, ren- 
dering the diagnosis of extra-uterine rupture certain. On admission 
January 19th at 4 P.M. the pulse was 80. respiration 20, and temperature 
100°. January 20th at 8 A.M. the temperature was 100°. The incision 
was made at 2 P. M,, before which she had had a mild chill. At 4 
P. M. the temperature was 102°, and at 7 P. M. 103°. The following 
day the morning temperature was lor" and the pulse 80. I removed 
the small piece of gauze in the vaginal incision and about a half-pint of 
dark fluid blood escaped. I purposely refrained from opening the 
abdomen because no active hsemorrhage could now take place, rupture 
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having occurred a week before. Second, because in spite of the fact 
that a mild degree of sepsis was present as evidenced by slight tympany 
and fever, I hoped my vaginal incision mi^t render a section later 
safer. A third reason for delaying section and depending on vaginal 
incision was the pallid and low condition of the patient. I decided if 
the temperature did not abate to operate, if possible, per vaginam the 
following morning (22d), and decided to use spinal anaesthesia. The 
morning temperature of the 22d was ioi,°. I gave the patient 15 
minims of a 2 per cent, cocaine solution. The vagina was cleansed 
and the uterus was found fixed with the cervix behind the symphysis. 
It was impossible to move it with a tenaculum and difficult to enter, and 
any vaginal operation was deemed inadvisable. The abdomen was now 
prepared and opened. The patient vomited three times and had two 
bowel movements. On opening the peritonaeum the widely distended 
ruptured right tube was found filled with blood-clot and sac contents. 
The whole pelvis was filled with blood dots and old dark liquid blood. 
No fresh blood. The right tube was ligated, the ligatures of catgut 
tearing through the soft granular tissue. The left side was now 
examined and a large distended tube found which opened on manipula- 
tion, and was found filled with blood. At this stage the patient com- 
plained, was restless and the recti muscles became tense, so that ether 
was started. Up to this time there was not the slightest evidence of 
shock, the pulse being full and strong and as slow as in the beginning. 
Under ether the pulse became fast and weak and signs of shock ap- 
peared. The left tube was ligated at the cornua and part removed ; the 
balance was found deep in the cul-de-sac, with a large parovarian cyst 
at the end. The left tube gave evidence of implantation, as if not over 
three weeks' growth. The case was probably a double extrauterine 
pregnancy. The patient rallied quickly from the shock, but her general 
condition remained about the same as before the operation, temperature 
reaching 101° every afternoon. Xo fsecal movements occurred, though 
gas passed quite freely until the fourth day. On the fourth day there 
was a sudden fall of temperature (three degrees), the abdomen dis- 
tended, black vomit occurred, and in spite of all efforts she died on tfie 
fifth day. Post mortem showed bowel constricted at the sigmoid flex- 
ure of colon, and mild evidences of peritwiitis, which was in existence, 
however, before operation and persisted in spite of it. As far as the 
anaesthetic was concerned no connection can be found. It was success- 
ful, except that its influence was not sufficiently prolonged or perhaps 
had I not under the anesthetic prepared the vagina and abdomen suf- 
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6ciently long anesthesia would have been obtained to complete the 
operation. 

Case IV. — Mrs. M.. aged 36 years, admitted to hospital February 
10, 1901. Temperature was 104°, severe headache and chills. There 
was severe pain in the right side of the abdomen and diarrhoea. Has 
been spitting blood, but says it is habitual. Some pain in the left side 
of the abdomen. Has had six miscarriages, the last in April, 1900.. 
when she was very sick with severe abdominal pain and fever. She 
has had pneumonia and suffers from laryngitis and bronchitis. She 
has aortic and mitral heart murmurs and is exceedingly pale, with a 
blood count of 5,cxx) whites. The abdomen is very large, fat and tym- 
panitic. An examination shows a badly torn cervix, a fixed uterus, a 
pronounced cystocele and rectocele and haemorrhoids. No mass could 
be found in tfie abdomen. I determined to do all the plastic operations 
under spinal anesthesia and ascertain and relieve if possible any ab- 
dominal lesion causing the elevated temperature. 

Operation February 21, 1901. Fifteen mininis of a 2 per cent, 
solution of cocaine were injected into the spinal canal. The needle was 
directed into the interspace and a few drops of blood-tinged fluid ob- 
tained when the needle was as deep as I had yet in any case inserted it- 
The patient was so stout as to make it difficult to feel the spines of the 
vertabrie. I cautiously advanced the needle to its shoulder and ob- 
tained the clear spinal fluid, which ran freely. Anaesthesia rapidly 
occurred with vomiting and faecal movements. I could find no gross 
condition of the adnexa or appendix and decided not to open the abdo- 
men this time. A curettement trachelorraphy, and colporraphy. perinc- 
oraphy, and dilation of the sphincter and removal of flie piles by elec- 
tro-thermic pressure was done. The anaesthesia in this case was fol- 
lowed by severe delirium, fever and headache, lasting sixteen hours, 
longer than in any case. The anaesthesia was entirely satisfactory 
throughout the operation and was accompanied by no depression or 
shock. The plastic operations were entirely successful. There is still 
considerable pain, although less within the abdomen, and spells of diar- 
rhcea. I am inclined to think that the intra-abdominal trouble is a 
localized streptococcus lesion and will probably operate through her 
abdomen by the same anaesthetic, and would despair of doing anything 
to this woman under any other. 

Case V. — Miss R., aged 49 years. Houseworker. Has mitral sys- 
tolic murmur. Is short of breath. Has worked very hard and looks 
pale and weak. Complains of pain in right iliac and lower median 
region of abdomen and a severe pulling pain in lower part of the back. 
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Admitted to the hospiul February 22, 1901, on which day uterine 
bleeding occurred afte-r an absence of three months. Examination re- 
vealed a complete prolapse of the anterior and posterior vaginal walls 
and an elongated cervix uteri. The entire vaginal mucous membrane 
was without the vulva. Within the abdomen and continuous up from 
the elongated cervix was a large mass, dull on percussion, yet only semi- 
solid. It extended in the middle line to the umbilicus, and was globular 
in shape, as wide as long. A partly cystic growth was diagnosed, and, 
owing to the patient's appearance, the presumption of malignancy was 
entertained. She had recently lost in weight and strength. 

Operation February 25, 1901. Subarachnoid injection of 12 
minims of a 2 per cent, solution of cocaine. Owing to a moderate 
scoliosis the needle impinged on the lamina?. It was reinserted a fourth 
of an inch nearer the vertiebral spine and was then easily made to enter 
the interspace. Paniiysterectomy was then performed in the follow- 
ing manner: Closure of the cervical canal, from which blood was 
flowing. Circular incision around the cervix and dissection anterior 
and posterior without opening the peritoneum for two inches, controll- 
ing blood-vessels on each side with my electro-thermic angiotribe and 
cutting close to the uterus. A purse-string catgut suture was placed 
within the vaginal cuff, the cervix pushed above and the suture tied, 
thus cutting off the vagina. The abdomen was now prepared, opened 
and the large tumor, which proved to be the fundus uteri containing a 
large fibroid undergoing cystic degeneration, was punctured to lessen 
its size that it might be delivered through the abdominal incision. It 
WBS then removed by the electro-thermic angiotribe, applied as follows : 
First under the right ovary through the broad ligament to the uterus 
as low down as possible, cutting through, but within the uterine side of 
the hsemostased area. Second, the same on the opposite side. Third, 
along the right side of the uterus through the broad ligament to the 
uterine artery or its branches. Fourth, same on the left side. Next 
section of vesicle reflection of peritonaeum and the little cellular tissue 
remaining, and finally, incision through posterior reflection and the 
little remaining tissue, still retaining the uterus and delivery of the en- 
tire uterus. No ligature was used throughout. It was my intention in 
uniting the anterior and posterior reflections of peritonseum to include 
the vaginal fornix from the abdoininal side and suspend all from the 
lower angle of the wound. In my hurry, for the patient was coming 
out of the effects of the anesthetic, I failed to bring into the suture the 
vaginal cuff, as I discovered later. The anterior and posterior reflec- 
tions of the peritooteum were united entirely by a running suture of 
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cat|^t and attached to the abdominal peritonaeum as the incision was 
being close. The pelvis and abdominal cavity were thus excluded from 
the vagina and the small space left above the vaginal purse-string 
suture. 

The abdomen was united in layers. At the conclusion of the opera- 
tion I found the lower portions of the vaginal walls had descended and 
that the fornix had not been suspended as was intended. Gauze was 
placed in the vagina and a T-bandage applied to hold it back. The 
patient was placed in bed in wonderfully good condition. She had 
only a mild headache, beginning fifteen minutes after the operation and 
lasting eight hours. There was very little post-anjesthetic rise of tem- 
perature, only loi", reaching the highest five hours after operation. 
There was no delirium. Late Wednesday afternoon, fifty-six hours 
after operation, I found that the gauze had been expelled from the 
vagina, and that there was a very slight oozing through the purse-strung 
vaginal fornix. I flushed the vagina and inserted a small return flow 
uterine douche a half-inch through the purse-string closed fornix and 
irrigated under low pressure the space between the fornix and the united 
peritonieal reflections shutting off the abdominal cavity. Fresh gauze 
was inserted within the vagina. The patient continued in good condi- 
tion with better pulse temperature and respiration than during the three 
days before operation. The abdomen was perfectly flat, there was no 
pain, the bowels were moving freely, so that Saturday morning (sixth 
day) she looked perfectly well. At noon on this day she gagged and 
vomited very severely, and strained exceedingly until she brougJit up a 
live eight inches long round worm. It was noticed that after this effort 
the gauze was expelled from the vagina, that a quantity of fluid, the 
first deeply blood-stained, escaped, that the vaginal walls descended to 
nearly their old habitual level, and that the closed fornix had opened 
and was visible. 

The vagina was repacked and Jield back with bandage and gauze. 
The next day she was in excellent condition, although a slight offensive 
discharge was noticed coming from the gauze in the open fornix vagiute. 
Respiration 20, pulse ranging from 72 to 80, and a morning temperature 
below 99° was the record of the sixth day, before vomiting the round- 
worm. The next day a slight rise in temperature occurred. Monday 
morning she seemed in good condition after a comfortable night's sleep. 
At 8:30 A. M. she was seized with agonizing pain in the abdomen, sJie 
rapidly went into a deep shock, with a fall of three degrees in tempera- 
ture, with a cold and clammy blue skin and a pulse rapidly becoming 
imperceptible. All usual efforts were made. I saw her a few minutes 
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before death, at noon, four hours after the onset of acute symptoms. 
An immediate post mortem revealed the following: An aseptically 
healed abdominal incision. The peritonseum and omentum under it 
were healthy. The small bowel, which was first exposed under the 
omentum, was deeply congested, of an angry red color. I found one 
coil fixed at an angle to the underlying large bowel in the pelvis. When 
freed a layer of thick yellowish white organized lymph was found on 
the small bowel where the contact had occurred between the bowel sur- 
faces. The large bowel which filled the pelvis was covered by a gray- 
ish-white membrane and the coils united lightly. Death was due to 
acute infectious peritonitis starting at the point of contact between the 
small bowel and the colon in the pelvis and extending rapidly to the 
whole small bowel. The reflections of peritonaeum which had been 
used to close the pelvic floor and exclude the vagina were open. Dur- 
ing the effort to dislodge the worm tiie strain had separated the lay- 
ers, as evidenced by the escape of peritonjeal fluid as described above. 
The infection had inmiediately affected the large bowel, as evidenced by 
the two days' growth of infectious lymph. At the same time a coil 
of small bowel not far from the jejunum had become fixed in the pelvis 
to a surface of targe bowel not yet infected. On Monday morning 
there was rapid invasion of the uninfected peritonaeum above the brim 
of the pelvis and acute angulation. The bowels moved fr'iely before 
death during the acute attack follow.-ing an enaema ; this and we absence 
■ of vomiting prove the angulation was high in the smalt bowel. The 
intensity of pain during the attack was similar to that produced by 
perforation of the intestine near the duodenum. It is possible that the 
heart condition had something to do with the aggravated shock and 
sudden demise of this patient. Had I seen her two hours earlier or had 
the resistance been greater, opening of the abdomen, freeing the angula- 
tion and irrigating might have helped her. During the post-mortem I 
particnlarty noted that there was no evidence of ulcerating, necrosed or 
decomposing tissue at the sites of the haemostased areas. The sides of 
the pelvis were perfectly smooth, nor was there any adhesion of txiwel 
to the haemostased areas. 

The specimen from tliis case which I exhibit proves it to be a fibro- 
liomyoma, non-malignant. 

I very much regret in the interests of spinal an.-esthesia that tht 
surgical results were not more successful. I fee! certain, howeve.r that 
it will be very hard to find any connection between these results and the 
anaesthetic. The unlooked-for ending of the last case is particularly un- 
fortunate in that two novel methods were used, spinal anaesthesia and 
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electro- thermic hsemostasis, neither of which contributed in the least as 
a causative agent. 

The method erf preparing cocaine solution in these five cases was 
that reported by Dr. W. S. Bainbridge in the Medical Record for De- 
cember 15, 1900, which appealed to me as being quite as practical as any 
other of the numerous ways, since cocaine cannot be raised to the boil- 
ing point by any method and be effective. Certainly we do not depend 
on a temperature of 80° C. to sterilize any other article used in surgery 
with the exception of spinal injection fluid. The method of Dr. W. R. 
Stone, as reported in the February number of >he American Journal of 
Obstetrics, is extremely simple, but Dr. Bainbridge's method is open 
to very little objection, and it seems to me even less than any of the 
others. In using this method I adopted the following procedures : A 
measuring-glass is taken, thoroughly cleansed and sterilized and 
allowed to dry. Cocaine in crystalline form, carefully handled, is 
placed in papers, two and a half grains in each. A paper containing 
this quantity is carefully opened and the contents dropped into the bot- 
tom of the measuring- glass and one dram of ether from the original 
bottle is dropped on the cocaine and the glass moved to mix them 
thoroughly. The ether rapidly evaporates, leaving the cocaine dry and 
practically sterile. A dram or less of sterile water (better if it is dis- 
tilled water), freshly boiled and cooled, is now poured on the cocaine 
to dissolve it. To this is added sufficient water fresh from the vessel 
in which it is boiling to make two drams, which with two and a half 
grains gives approximately a 2 per cent, solution. I make a puncture 
at the point selected for the injection with the point of a sharp narrow 
knife, and in only one case (my first) used any anaesthetic to the skin. 
Nor is it necessary. In selecting the point with the field sterilized I 
place the index fingers of the right and left hands on the respective 
right and left iliac crests and bring the thumbs' together on the mid line 
of the back, where the spines of the vertebra are or should be. The 
kiwer edge of the thumbs should rest on an imaginary line between the 
higJiest points of the iliac crests. The right hand is removed and the 
knife puncture is made half an inch to the right of and not quite the 
same distance below the lower edge of the left thumb, which is resting 
right up to the median vertebral spine Hne. The skin puncture is 
made with the patient in the erect sitting posture. The puncture is 
sterilized, the scorching position directed, the needle is inserted in the 
puncture and directed slightly upward, inward and forward until clear 
spinal fluid flows from it. Two of my cases were quite stout, render- 
ing it impossible to accurately determine the spinous processes, yet in 



Digitized by Google 



i»4 Attdrew J. Doaines, M.D. 

these I quickly by the above procedure obtained the clear spinal fluid. 
In none of my cases was there any headache, delirium, or anssthetic 
fever the day following operation. Tliis I am inclined to think was 
due to the method of preparing the solution fresh for each operation as 
advocated in this paper. In all but the first case the spinal fluid ran 
clear when rea/^hed. There is some doubt whether or not all the twenty 
minims were delivered within the subarachnoid space in Case I. The 
conqilete absence of headache, delirium, and fever following the injec- 
tion raises a doubt. There was nausea, vomiting and an involuntary 
facial movement. Ansesl^esia was quite late and none too strong or 
prolonged. The patient seemed to be using her nerve and felt severely 
the handling of her stomach. The fluid coming from the needle flowed 
not quite as freely as I have since seen it flow in the other cases. It had, 
however, the consistence of spinal fluid and was only slightly blood- 
stained. 
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TRANSACTIONS OF THE PHILADELPHIA OBSTETRICAL 
SOCIETY. 

Stated Meeting, March 7, 1901. 

The President, John C. DaCosta, M.D., in the Chair, 

The Streptococcus in Gynecology. 

By Guy L. Hunter, M.D., of Johns Hopkins Hospital 

(by invitation). 

(See page 103.) 

Discussion. 

Dt. Wilmer Krusen : I do not feel competent at all to discuss this 
paper, but I do feel like asking several questions, because of the rich 
experience Dr. Hunner has had along this line. 

I would like to ask whether he has employed the antistreptococcic 
serum in those cases in which there was danger of fatal result, I be- 
lieve there is a great deal in this, particularly in puerperal cases, where, 
after having emptied the uterine cavity, searched carefully the pelvis, 
and evacuated pus, one frequently can do something for the patient by 
the use of injections of antistreptococcic serum. 

Secondly, I would ask whether the vaginal puncture is advisable. 
We have always been taught to avoid vaginal puncture, but to use a 
broad vaginal incision to secure free drainage. I think that, if we 
make a puncture througii the anterior vaginal fornix, in an abscess 
cavity between the bladder and the anterior wall of the uterus, or 
evacuate a Douglass' cul-de-sac abscess, unless we make a free incision 
there is danger of reaccumulation of pus. I have used the posterior 
vaginal incision for the evacuation of abscesses in the tube, and once 
or twice for abscesses in Douglass' cul-de-sac. I always tell the patient 
of the possibility of a secondary operation. 

It would seem to me a strong tendency toward conservative sur- 
gery, if we could treat these cases bji vaginal section to evacuate the 
pus, thereby preserving to the woman, to a certain extent, her func- 
tions. There probably have been too many sacrificial operations. 
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The protection of the peritona:uni, by packing with gauze, is a very 
important point. 

Another question is, whether, in these cases. Dr. Hunner recom- 
mends ergot or not. 

Another point is, just how is the difference told from clinical his- 
tory, between infection due to the gonococcus and other forms of in- 
fection? How is this difference told, when no cultures have been 
made? 

Personally, I would like to thank Dr. Hunner for bringing this 
subject before us. I feel that I have learned a great deal from his de- 
scription of the cases. 

Dr. George M. Boyd: I think we are indebted to Dr. Hunner 
for this demonstration of the streptococcus infection in these various 
phases. I see that, in spite of their good work and teaching of the 
Johns Hopkins Hospital, patients become infected in Baltimore. 

I have felt for a long time that these cases of streptococcus infec- 
tion, at least a certain proportion of them, have their original focus 
of infection in the upper vaginal vault, the peritoneum, or the cervix. 
I can recall the case of an Italian woman, brought to the Lying-in- 
Charity Hospital, whose condition was parallel to one the doctor de- 
scribed, in which the patient was seen three or four weeks after de- 
livery. She was delivered by a midwife. The late Dr. Goodell and 
Dr. Hickman saw the case in consultation with me. Under ether 
ana;sthesia it was found that the infection was extraperitonseal. That 
patient had a pelvic abscess. I made an incision parallel to Poupart's 
hgament, about incision which Dr. Hunner describes, opening up 
the abscess, which drained freely, and the fortunate recovery of the 
patient followed. 

The paper is exceedingly interesting to me, because of the descrip- 
tion of such a variety of forms of local infection. 

Dr. Hirst; There is one point which the doctor has brought out 
that is new to me. He mentions a case infected during a period of two 
years. We know that the streptococcus infection is virulent and rapid 
in its effect. Here is a case which shows this infection at the time of 
operation, and the history of the case shows its duration for at least 
two years. In another case there was five months of continuous suf- 
fering. This may lead us to suspect streptococcic infection oftener than 
we would have thought, from our previous studies. 

Dr. A. J. DowNEs: I operated Feb. 23, 1901, on a puerperal case, 
performing hysterectomy. The woman was confined six weeks ago. 
On the third day she had a chill. She was treated for typhoid fever 
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for four weeks. There was then a diange of doctor and change of 
nurse. The uterus was irrigated for the next two weeks with creoline, 
and, in spite of this, there was a temperature of 99° in the mornings, 
and 103° in the afternoons. I was asked to see the case. The woman 
was in very bad condition. I ventured to give her chloroform for ex- 
amination. Under about five drams, I made an examination and curette- 
ment, bringing out a very little old decidua. I found a large mass 
all through the pelvis. The uterus was soft and fixed, and I advised 
operation. The following day the woman was removed to a hospital. 
She seemed moribund. She was placed irpon the operating table with 
a morning temperature of 101°, and a pulse of 130. She was in very 
deep shock during the operation, A point which the doctor brought 
out was illustrated here: upon opening the peritonxal cavity, I found 
the omentum matted and descended slightly behind the uterus, and 
walling oS the general abdominal cavity and uninfected bowel surfaces. 
As soon as I touched the omentum, pus welled from both sides of the 
soft large uterus. The tubes were large, distended and filled with pus. 
Both ovaries contained pus. I carefully inserted my hand back of the 
uterus, and applied to it a volselum forceps, but the least traction tore 
through the uterus. I removed the uterus with my electro-thermic 
angiotribe and left the cervix and packed the pelvis with gauze. She 
went off the table with a pulse of 150. She was given hypodermo- 
clysis, and finally rallied. I removed the gauze on the third day. At 
the end of a week her temperature suddenly rose to 105°. I had left 
a temporary drain through the small incision. On this seventh day I 
introduced uterine forceps through the vagina, and reached a drainage 
tube, which I had passed down from above, and so drained. Tempera- 
ture dropped, and she recovered. 

The pus was not examined at the time of operation, and so the 
streptococcus not found. Other organisms, including pneumococcus 
and pyogenes aureus, were found in the uterus a few hours after. In 
this case the result was due t6 the fact that fresh peritonaeal surface 
was purposely not exposed. I have always been of the opinion that, if 
a drop of such pus reaches the uninfected portions of the peritoneeal 
cavity, the case could not be saved. 

Another post-puerperal cas'e was that of a woman treated at home 
for malaria, for six weeks. She was brought to the hospital in an 
apparently dying condition. At first operation was deemed inadvisable, 
but after two days it was ventured. She was placed under ether. An 
abdominal incision was made and the omentum reached, when pus 
welled out. The woman was already in collapse. Ether was stofqied, 
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a small gauze drain inseried, and the patient sent to her bed. No 
irrigation was performed. She got well after a terrible struggle. In 
this case, also, no uninfected peritonseal surface was seen. 

One point against the advocated procedure of Dr. Hiinner is, that 
one must be able to definitely know that there is only a localized lesion 
in one side to have an operation like that do good. If one is so ex- 
pert, and the disease is only on one side, it is an extremely practical 
and very useful procedure. 

Dr. Edwin Rosenthal: I would like to call attention to the treat- 
ment by antistreptococcic serum. I am a-t present treating a woman 
infected eight months ago, who had all the symptoms of malaria, so- 
called, and five or six days ago I began treatment with this serum. 
On the first day I administered 20 cubic centimeters ; on the second 
day, again 20. The temperature, which was always high, over a hun- 
dred, began to fall, and reached the normal line. In acute cases of 
streptococcic infection. I have used as high as 120 cubic centimeters in 
one case. These cases are results of infection given by the midwives. 
Three other cases, similarly infected, I treated with the serum, and all 
have recovered. 

I believe, if this were used by surgeons, they could guard against 
pneumonia and certain diseases prone to follow operations. 

Dr. W. Reynolds Wilson: One or two of Dr. Hunner's cases 
recall somewhat similar conditions which have come under my ob- 
servation, and which have yielded to treatment without operation. 
These cases have been instances of extensive pelvic exudation, where, 
notwithstanding the fact of their origin in puerperal infection, the in- 
filtration has disappeared completely. I can recall one such case, 
where the patient came into my hands some six weeks after delivery. 
The exudate, which had extended downward from the peri-uterine con- 
nective tissue, traversing the pelvic fascia and occupying the peri- 
vaginal space on the right side, occupied the lumen of the vagina al- 
most completely. The swelling was dense and non-fiuctuating. It 
disappeared suddenly in two weeks, after systematic douching. 

I am led. therefore, to wonder in such cases, what relation the in- 
flammatory process may bear to the general pelvic infiltration described 
by Dr. Hunner, and having as foci the honey-combed abscess cavities, 
due to the invasion of streptococci. 

The term sapraemia seems to be obsolete, inasmuch as cases for- 
merly coming under this head are undoubtedly instances of septic tox- 
.Tmia. the infecting agent being in reality the streptococcus, as stated 
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by Dr. Hunner. It seems to me the use of such words only increases 
the nomenclature, at the expense of precision. 

It is interesting to study the role of the lymphatic system in puer- 
peral infection. A certain form of infection is transmitted largely by 
the blood current, resulting in the overwhelming and sudden trans- 
ference of the infecting elements to the general organism. Another 
form is due to the absorption of the septic material by the lymphatic 
system ; with this absorption the local reaction usually gives rise to 
the localized processes found in milder conditions of puerperal )nfec> 
tion. A third form is that in which the conditions seem to be those 
of a toxcemia giving rise to mild systemic consequences. This last 
form is frequently confused with the supposed putrid infection de- 
scribed as sapnemia. 

Dr. C. F. Nassau : I think Dr. Hunner's paper is a very thorough 
one, and it shows that he knows the conditions he has to treat. 

The use of antistreptococcic serum, while theoretically very good, 
is useless if you have not a streptococcic infection. I think the cases 
of this infection very hard to cure are those in which there are no 
localized abscesses. Four years ago I saw two cases in one doctor's 
' practice, in West Philadelphia. In two weeks, both of them died, with- 
out having any localized abscesses. The cases with the localized ab- 
scesses are the ones that get well, and get well sometimes by spon- 
taneous rupture. I have used the streotococcic serum in two cases; 
one was an abortion. The woman had a very high temperature. There 
was a retained afterbirth, and she did not improve after careful clean- 
ing out of the retained material. I gave her one dose of the serum, 
and she had an intensely violent reaction; a temperature of 104-5°, '" 
about four hours after injection. The next morning her temperature 
fell to normal, and varied only slightly afterward. One cannot say 
whether the thing would have happened in any event. I saw a case 
at Sea Isle City, last May. I removed a placenta which had been in 
sixteen hours. The patient had lost so much blood that it was neces- 
sary to give her a large hypodermoc lysis before making any attempt 
to examine her, as she fainted upon lifting her head. She recovered 
from that part of her illness, and when I went down, two weeks later, 
I found her almost dead from sepsis, and discovered that she had been 
douched with the fluid extract of ergot, instead of creaoline. She had 
a very intense phldjitis, the left leg being much swollen. There waa 
distinct thrombosis of the femoral vein. On bimanual examination, the 
uten^s was slightly fixed, and the left broad ligament thickened, with- 
out, however, any suspicifii of abscess. I put a dilator into the menu, 



Digitized by Google 



I JO The Philadelphia Obstetrical Society. 

opened the cervix, and pus escaped. I simply drained the uterus by 
packing in gauze, and gave her at once a dose of antistreptococcic 
serum. The discharge contained long chains of str^tococci. Another 
dose was given her the next day, and, after a somewhat tedious con- 
valescence, she recovered. A careful examination six months later 
showed no damage to her pelvic organs. 

Dr. Parke : I would like to ask if this infection ever occurs with- 
out demonstrable mass ? 

Dr. J. M, Fisher : I am sure we all feel indebted to Dr. Hunner 
for his invaluable presentation of so important a subject. In the dis- 
cussion Dr. Wilson struck the key-note in the differential diagnosis lie- 
tween the various forms of infection: ist, Cases in which the process 
is confined to the uterine cavity, resulting in a simple absorption, toxae- 
mia ; 2d, Cases in which the infection travels along the lymphatics, re- 
sulting, usually, in the formation of masses at the sides of the uterus 
that undergo resolution subsequently or break down in abscess. 3d, 
Those in which the germ infection takes place through the circulatory 
apparatus, thus giving rise to a general. blood infection; and, 4th, Direct 
infection of the peritonxum through the uterine walls. It is of first 
importance to bear these various points in mind in the study of every 
casei Whenever the finger can be placed upon a mass at the side of the 
uterus, or where there is fixation of the organ as a result of the infect- 
ing process, the prognosis as to life is generally favorable — it is evi- 
dence that the disease has become locahzed and that by the use of hot 
douches, salines, and supporting measures suppuration, even, may be 
prevented in a large proportion of cases. This can't be too strongly 
emphasized. These cases may terminate in abscess and the patients be- 
come chronic invalids to be taken off by some intercurrent disease sub- 
sequently that frequently bears no relation whatever to the pelvic trou- 
ble. They demand surgical interference, to be sure, but not so much 
to save life as to conserve organs and restore the patient to a condition 
of comparative comfort and good health. Suppurative processes con- 
fined to the pelvis rarely kill. In this connection I recall a recent case 
of infection with masses on both sides of the uterus. The family phy- 
sician urged immediate operation as a necessary procedure to save life, 
but the patient refused to have anything done, and in consequence of 
his persistency in the matter he was discharged. A few weeks later 
he was again engaged to attend the patient with myself in consultation. 
An examination revealed a softened mass that was evidently the seat 
of a large abscess. Operation was still cdijected to, so I told the phy- 
■sician that, under the circumstances, he might as well continue in 
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charge of the case, and wait for a spontaneous rupture of same into 
the vagina or rectum. This took place within about ten days, and the 
patient recovered. A vaginal incision would have saved the patient 
much unnecessary suffering, but her refusal to submit to the procedure 
did not end seriously. 

Dr. Hunner (closing the discussion) : In answer to Dr. 
Krusen's question regarding the antistreptococcic serum, I 
would state that we have used it in a few cases, but our 
experience has not been satisfactory. I am sorry that I 
cannot share Dr. Rosenthal's positive views, and I think we should be 
extremely careful in drawing conclusions. For instance, consider my 
Case I. I saw tiie patient early in the evening, with a severe, shaking 
chill, and a temperature of 103.6°. There were many chains of cocci 
in the blood from the uterus. Evidently this was a case of streptoccocus 
infection. Six hours later her temperature became normal and re- 
mained so. Su[^x)se we had used the serum when she was first seen. 
What a temptation it would have been to credit the serum with the 
favorable outcome! Knowing how much the serums vary, in their 
potency, and how extremely protean is the streptococcus in its mani- 
festations, and believing in individual susceptibility and immunity, we 
are not surprised that many cases treated with the serum recover; par- 
ticularly as we know that so many recover without any treatment. 

You ask. Dr. Krusen, how, from -the history, we can determine 
whether the infection is of the gonococcus or the streptococcus. We 
cannot determine this point ; but we can usually tell from the history 
whether the infection is puerperal in origin. We know that the strep- 
tococcus divides the honors with the gonococcus and other organisms 
as the cause of first puerperal fever ; but when there is history of severe 
illness during the puerperium, followed by chronic invalidism, we know 
the streptococcus is responsible in a vast majority of instances; and, in 
operating, we should assume the graver condition and act accordingly. 

As to differential diagnosis by palpation, we know that the gonococ- 
cus and tuberculous infections, occurring at any time, are usually bi- 
lateral, and manifest themselves as double pus tubes ; while the strep- 
tococcus infection, occurring at the puerperium, and leaving a local 
manifestation, is usually of the parametrial connective tissues and uni- 
lateral, or localized in front or behind. Regarding the question of 
irrigation with salt solution; If we find pus in the peritonseal cavity 
which is localized we believed in dry technique, thus avoiding the dan- 
ger of making a local process general. 

As to our method of reaching inflammatory masses through the 
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vagina — if they are between the bladder and uterus, or if for any rea- 
son puncture with the sharp scissors would be dangerous, we go in 
slowly with knife or blunt scissors and fingers ; but in those processes 
situated back of the cervix, where rectal examination shows there is 
little danger from puncture, we use the sharp scissors, and after punc- 
ture, dilate the opening freely with the Goodell dilator or large French 



Dr. Boyd asked whether the infection is not often from cervical 
or vaginal wounds. We believe so, most decidedly, but the results are 
the same, the lymphatics generally being the route of progression. 

Dr. Downes spoke of operating upon a patient and getting a great 
deal of pus scattered in the cavity, the pneumococcus being found in 
this pus. We know that under certain conditions the peritonaeum 
takes care of a large infection by virulent organisms, but this does not 
contraindicate every possible precaution against scattering pus, particu- 
larly if streptococci be suspected. 

Dr. Hirst was surprised to hear that Case V. had probably carried 
living streptoccocci for two years. In Dr. Miller's report, before men- 
tioned, he tites one case in which the history indicates the possible pres- 
ence of the living streptococcus for twelve years. 

Dr. Wilson believes that dense infiltrations may often be absorbed 
without operation, and those who have had much experience will agree 
with him. In those cases of thickening without actual abscess forma- 
tion, the expectant plan of treatment is preferable ; and, as Dr. Fisher 
says, there are very few of these puerperal infections upon whom we 
need to urge immediate operation. We generally place them in bed. on 
low diet, cathartics, and hot doucKes, and if there is abscess formation 
or other indication for immediate operation we do not wait. With case 
II., reported this evening, there was no positive evidence of infection 
when she was admitted, except her history. We placed her on the 
conservative line of treatment, thinking no operation would be neces- 
sary — or, at most, a curettage. But when, after five days, her tem- 
perature began to rise, her general condition failed, and we found evi- 
dence of abscess formation, we urged immediate operation. I agree 
that the term supraemia is bad, in the light of our present knowledge. 

Dr. Parice asked if infection occurs without demonstrable mass. My 
first case was apparently one of the type often seen, where the infection 
is limited to the uterine cavity, or, if it travels through the walls, it is 
quickly subdued, and leaves no permanent trace. Dr. Nassau says truly 
that these infections are not alwavs k>calized. Too often the patient 
is found with an acute puerperal septioemia. Or there is at first a 
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local thrombosis in the veins, and infected particles, breaking off, are 
carried as emboli to various pori:ions of the body, thus giving rise to 
the slower, but scarcely less fatal, condition known as pyaemia. 

Again, the patients come in a moribund condition, with symptoms 
of general peritonitis. In operating upon cases of general peritonitis 
following abortion or labor we should first carefully give the friends 
or relatives a sufficiently grave prognosis. 

Spinal Antesthesia in Cases strongly contra-indicating General Anas- 
Ihesta; A Report of Five Cases. 

Bv A. J. Downs, M.D. 

«„.,-,. . {Seepage 113.) 

Omcial Transactions. 

Frank W. Talley, Secretary. 
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SOME REMARKS ON THE CESAREAN SECTION WITH A 
REPORT OF A CASE FOR THE RELATIVE INDICA- 
TIONS.* 

By GiGOiiGE M. Boyd, M.D., Philadelphia, Pa. 

I feel that I must apolo^ze for not having prepared a paper. I 
have only a report of the Caesarean section which I recendy performed. 
It is reported to put another case on record in defence of cceliohyster- 
otomy and also to make a few remarks in regard to Qesarean section, 
particularly regarding its indication in the doubtful cases, or where 
there exists only the relative indications for the operation. In the 
few cases the Cesarean section ts absolutely indicated ; in the major- 
ity the indications are only relative. Then other methods of opera- 
tion must be entertained, and, to the exclusion of (Hie or more opera- 
tions, the Cesarean section is resorted to in the majority of cases 
in the interest of the infant. 

I recently read a paper on "The Indications for Caesarean Section 
in Placenta Prsevia," Section seems indicated in certain cases where 
we have a complete implantation of the placenta or a partial implan- 
tation with the bleeding occurring after the viability of the child. In 
7$ per cent, of cases hemorrhage occurs within a week or two weeks 
of term, and according to the report of one clinic in 80 per cent, of 
cases it occurred only two or three days before term. In some of the 
German clinics the maternal mortality is given as 10 or 12 per cent. ; 
the fcetal mortality as 75 per cent. The older methods of treating 
placenta prxvia by rupture of the membranes, dilatation of the cervix 
and podalic version have brought this maternal mortality to 10 or 12 
per cent. The fcetal mortality is still high, and it seems to me that in 
certain cases of placenta pnevia we have a Cesarean section indicated 
because of this high fcetal mortality. 

In many cases of prolonged or delayed labor we have the Qesarean 
section indicated from the standpoint of the high fcetal mortality 

* Read. For DiscnssioD, see page [37. 
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that is associated with other methods of operative interference. The 
conclusions reached in the paper were that Cesarean section was indi- 
cated in completeor partial pfacaita pnavia, wliere the child is viable and 
where it is shown there exists a rigid cervix. If the cervix is dila- 
table and the haemorrhage occurs early, other methods of operative 
interference may be resorted to, but it would seem in those cases 
of hemorrhage at or near term and where there exists a rigid cervix 
that we were conserving the child's interests by accomplishing de- 
livery by abdcmiinal section. In the majority of cases of tedious 
labor the operative interference must be determined <Mily as the case 
advances; we cannot map out the course of procedure. This is un- 
fortunate, because of the fact that it is impossible to prepare for the 
operative interference a longer time in advance. 

The case whic^ I have to report was a Oesarean section for the 
relative indications. The history is: Mrs. B., aged 27; multipara; 
negress; applied to the Philadelphia Lying-in-Charity in January, 1901, 
for admission. The examination made at that time was as follows: 
Menstrual history began at the twelfth year, normal. The last men- 
strual period was May 29, 1900. 

Previous history: The first child was still bom; second child 
also still born after a long instrumental delivery. With the third 
child there was also a long labor, and the child died on the second 
day. Measurements of the pelvis were: 

Circle of the pelvis, 94 cm. ; circle of the abdomen, 103 cm. ; intra 
spinous, 23 cm. ; intracrystal, 25 cm. ; ext. conjugati, 19 cm. ; diag. 
conjugate, 9.5 cm. ; true conjugate a little over 8 cm. 

Diagnosis made of generally contracted pelvis. 

The patient was told to return in a few days that we might study 
the case closely, but she did not appear until after having been some 
hours in labor. She came to the Hospital on February 9th eleven 
hours in labor. The membranes were still intact. The patient's con- 
dition upon admission was fair. The head of the child was at the 
brim. With the history of three difHcult labors we naturally ex- 
pected a long labor and possibly a difficult forceps delivery. With the 
conservatism exercised in that institution the patient was given the 
full test of labor. On the following morning, the patient being 15 
or 16 hours in labor, the membranes ruptured. The head remained 
high and transverse at the brim. Pulse and temperature were good. 
As the case was not progressing, and in view of the previous history, 
it seemed wise to make a careful internal examination. Digital ex- 
amination was made without ether. It is my custom, and I believe 
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from the size of the head and of the pelvis, I am perfectly confident 
that attempt at delivery by forceps would have resulted in craniotomy. 

High examination, as Dr. Boyd remarks, should always be made. 
We may fin4 dnt the ft mtniwlka - and &uu»es are small and that the 
head is lyingr freely movable in tFatwverse position and probably more 
or less extended. Version in these cases is a compromising c^ration 
and means the death of the child in a large majority of instances, but 
is the safest operation for mother in private practice. 

I agree with Dr. Stewart that in cases of placenta prsevia, centrally 
located, the haemorrhage occurs early, before viability as a rule. The 
cases of placenta preevia in which Cesarean section would be justi- 
fiable, I think, are those in which we have central implantation, in 
primiparse with an undilated os and little haemorrhage. 

Dr. A. J. DowNEs: Five years ago 1 was requested to confine a 
woman who had lost two children after delivery with forceps and an- 
sestesia. One child was bom dead; one died immediately after de- 
livery, I had measured the woman and decided to do symphyseotomy. 
She fell into labor, but when I reached the house the child was bom. 
The first two children were males; the third was a female with a 
very small head. 

In the spring of '99 I was again asked to attend Hiis woman. I 
did not see her until 5 o'clock in the morning of the 4th of July, 1899, 
when she had been in labor five hours. The membranes had ruptured, 
there was mecomium in the vagina and as I thought she would have 
little chance at home, I had her moved to St. Mary's Hosi»tal. She 
entered the hospital at about seven o'clock. I thought possibly I 
might deliver with instruments. The pain had been very severe and 
the woman was beginning to yield to the severity of the labor. As 
the heart beats of the child were becoming weaker I thought it best 
to give her the quickest delivery possible and opened the abdomen 
and uterus. The child was blue and apparently dead, but after about 
thirty minutes' work it revived. In this case the uterus had a large 
amount of meconium. There was fear of infection and the uterus 
was filled temporarily with hot sponges. The uterus, after thorough 
cleansing, was closed by two tiers of catgut. A rapid through and 
through suturing of the abdominal wall was done. The patient nursed 
the child and both left the hospital in 28 days, after an asceptic course. 

Dr. Boyd: My own experience has differed from that of Dr. 
Stewart in regard to early hemorrhage in central implantation 
in placenta prsevia. In 75 per cent, of cases the haemorrhage has not 
occurred until after the viability of the child. Moreover, the h^mor- 
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rhage does not appear until a few weeks before term. So the question 
of viability is one that need not give us great thought in very many 
cases. 

If we consider chat the maternal mortality of Cxsarean section is 
only 1 or 2 per cent., we might say there is no mortality connected with 
tbeplacentaprsevia. If we admit that the maternal mortality of placenta 
prsevia is lo to 12 per cent., and the foetal mortality 75 per cent., it 
would hardly seem that treatment by dilatation of the cervix, podalic 
version, the usual course, is an ideal one. Should I have such a case 
under my care, with haemorrhage developing near term, if I found upon 
careful examination there existed central and partial implantation of 
the placenta with a rigid cervix, I would lay the facts before the pa- 
tient, letting her know the mortality and give her the opportunity of 
electing the Cesarean section. Csesarean section would be performed 
with almost nil fcetal mortality and I feel sure the maternal mortality 
would not be higher than 10 per cent. 



Report of a Case of Carcinoma of the Uterus: Exhibition of Specimen. 

Dr. H. D. Beyea : I have a specimen which may be of some interest 
to the Society, The woman was fifty-one years of age and was taken 
last spring with cardiac pains in the back. They grew worse and 
became intestinal pains. She was treated during all of last summer 
by applications to the vaginal vault, thinking the condition was one 
of enlarged uterus. She passed the menopause at forty-five, when she 
began to bleed. I saw her four days ago, when I found the cervix 
that of a virgin ; the os not dilated. No haemorrhage followed the 
examination. The uterus was retroverted and pressed upon the rec- 
tum. The body of the uterus felt hard. There was a branny feeling 
or as if there were cracklings beneath the finger, like calcification. 
There was a question of diagnosis between carcinoma of the body of 
the uterus and calcified fibroid tumor. From the history of haemorrhage 
and pain so severe as to compel the use of suppositories t came to the 
conclusion that the case must be one of carcinoma. Since she was 
Suffering so much I did not wait to make a positive diagnosis but 
did abdominal section, performing a panhysterectomy and have here 
the specimen showing the diffuse carcinoma that destroys all the cor- 
poral portion of the uterus. It extends to about an eighth of an inch 
to the peritoneum in the lower uterine segment. The tubes and ovaries 
were normal. The cervix shows no sign of infiltration and I feel 
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very sure irom that that I have removed all carcinamotus disease. 
There is also no glandular etdargement. 

The case reminds me of one operated upon by Dr/ Penrose seven 
years ago. The woman was sixty-one years of age, with a carcinoma 
of this sort. She had been curetted and her condition was said to be 
hopeless. She was seen by another specialist. The condition was diag- 
nosed carcincMnata and she was said to be beyond hope. It was thought 
that the infiltration extended back into the rectum, because the uterus 
was immovable. There was Ho portion of the uterine muscle tissue. 
All was destroyed to the peritoneum. You could see cancerous nodules 
which certainly after a few weeks would perforate the peritoneum 
and result in death to the patient. The two cases show how resistant 
the peritoneum is to carcinomata. The woman operated on, seven years 
ago, is perfectly well. There is no indication of recurrence and she 
is walking about town most every day. 

I show the specimen because of the extremely advanced condition 
o£-the carcin<»na. 

Official Transactions. 

Frank W. Taluey, Secretary. 
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TRANSACTIONS OF THE PHILADELPHIA OBSTETRICAL 
SOCIETY. 

Stated Meeting, May 2, 1901. 

The President, Dr. John C. DaCosta, in the Chair. 

Puerperal Sepiicttmia treated ivith Unguentum Credi. 

Dr. Frank W. Talley : While the report of a single case does 
not afford material upon which conclusions may be drawn, yet it may 
assume some importance as corroborative evidence when added to 
other similar reports. Wonderful results in the rapid relief of symp- 
toms and cure of puerperal sepsis of grave degree have been reported 
by Crede, Lebreich and Jones of New York. The following case 
illustrates the potency of the silver salt. 

On the second of April this year, t was asked to see Mrs. J. 
with my friend Dr. C. D. Carr. Mrs. J. had been delivered of her first 
child on the 28th of March. The labor was uneventful, the second 
stage was aided by the use of forceps under aseptic precautions. Th? 
patient did well until the afternoon of March 31st, when she ex- 
perienced a violent chill attended with a rise of temperature to 103° F. 
and an increase of pulse rate from 72 in the morning to 120. On the fol- 
lowing morning the temperature rose to 103^° F. and in the evening 
the temperature was 104° F. When I saw her on the evening of the 
sixth day after labor she presented the following clinical picture; 

Temperature 103° F., pulse 112, respiration 32, During the 
aftemo(»i Dr. Carr had irrigated the uterus with four quarts of i :4,ooo 
bichkiride of mercury solution, which had been followed by a violent 
chill. Patient complained of severe pain, referred to the pelvis and had 
been sweating copiously. There was vomiting and diarrhcea. The 
mental condition was bad and she believed that she was going to die. 
The tongue was dry, heavily coated, with a brownish black streak down 
its middle. The teeth had sordes upon them. The abdomen was dis- 
tended, tympanitic and tender. Upon vaginal examination the uterus 
was extremely tender, the cellular tissue felt through the vagina was 
Indurated and boggy, and the secretions squeezed from the utf>ru8 
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by the examining lingers were of unpleasant odor. The infection was 
evidently of sudden onset and rapid progress. 

The patient was placed upon the following treatment: Whiskey 
and strychnia in tull doses, calomel and opium. Ice bags upon the 
abdomen and inunctions of silver ointment every four hours, using 
a piece the size of the end of the thumb, which was rubbed into the 
soft skin upon the inner surface of the arms, the axillae and the thighs. 
The nurse was directed to sponge the patient whenever the tempera- 
ture went above 102° F. High enemata of milk of asafcetida were 
used to relieve the abdominal distention. Intra-uterine douching was 
abandoned but the nurse was directed to douche the vagina daily. 
The patient was so ill that when 10 o'clock on the following morning 
was suggested for the next meeting, Dr. Carr prophesied tnat the 
patient would not live that long and I shared in his opinion. On the 
following morning the temperature was 101° F. with a pulse of 106. 
The pain in the abdomen had lessened and the patient had lost the 
anxious expression. She felt comfortable and was disposed to eat. 
At noon on the seventh day the temperature again rose to 103^^° F., 
where it remained till 5 P.M., falling to loi at 9. At i P.M. on 
the eighth day it was 103° F., falling soon after to looj^" F. From 
this time it continued, remittently, at a mean of about 101° F., falhng 
iit 3 A.M. on the tenth day to 99° F., and then rising conlinudusly. 
till at midnight it had reached 14^° F. It then assumed a remittent 
type with a mean of about loi ° F. till tJie fifteenth day, when it fell 
to normal with a pulse of 80. The inunctions, which had been kept up 
to this time at intervals of four hours, were discontinued. The tem- 
perature again began to rise till live days later it was 102° F. with a 
pulse of 116. Inunctions were again begun every four hours and the 
temperature fell reaching normal two days later, where it remained. 
Three ounces of silver ointment were used in this case. 

Particularly striking in this case was the rapid relief of symptoms 
after the use of the ointment. In twenty-four hours after its em- 
ployment the pelvic pain had disappeared, the tongue had begun to 
moisten, the diarrhea had ceased, appetite had returned and despond- 
ency had given place to an expression of comfort. This is the usual 
reaction to the silver as has been pointed out by Crede. 

DiSCUSSSION. 

Dr. J. M. Baldy: Dr. Talley well states that a single case can 
hardly establish a principle. Very frequently methods of treatment 
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proposed will not in a hundred or a thousand cases establish a principle. 
In other words, men ride hobbies and report large numbers of cases 
when no one else is able except in isolated instances to get the same 
results. We all know who have dealt with septicannia that it is 
most deceptive and capable 'of the most rapid changes. Recently I 
saw a case which at eight o'clock in the evening I did not consider in 
immediate danger, but who at three o'clock on attempting to rise from 
the bed, fell back and expired. I saw a case to-day in which there had 
been criminal abortion. The case was that of a young unmarried 
woman who for six or eight days had been suffering the torments 
of the damned. When I saw her to-day she was an almost well girl. 
There had been no treatment except that of quinine, and an ice bag 
over the abdomen, and there had come the sudden and rapid change, 
tn another patient whc»n I had taken into the hospital there was a 
temperature for several weeks of 105-6, the most offensive foul dis- 
charge and she was desperately ill. -When I saw her two days later 
she was practically well. I would not have believed she had had such 
a temperature had the nurse not brought the record of two or three 
weeks to show me. These rapid changes we all run across continually. 
They are absolutely unexplainable. 

As for the reports of the cure of puerperal septicaemia by this 
inunction treatment from abroad, they are largely a matter of riding 
a hobby horse, and we have only too often seen such hobby horses 
dumped into the ditch. I cannot see how silver can do any good, 
particularly in the remarkable way suggested in post-puerperal septi- 
caemia. We all know that such apparent results should be taken at 
just what they are worth. Such reports somgtimes do an infinite 
amount of harm by going out broadcast and are the cause of many 
patients coming to the operating table. 

Dr. Charles P. Noble: I would like to ask Dr. Talley what the 
ointment he mentions is made up of, as unfortunately I was not present 
during the reading of the first part of the paper. 

Dr. Talley: Crede's ointment is composed of metallic silver. 
The salt from which it is made is described by Crede as being a col- 
loidale of silver. The ointment represents about 15 per cent, of finely 
divided silver and corresponds with the mercurial ointment. 

Dr. C. P. Noble : I have had no experience with this agent, there- 
fore I cannot say anything about it from the standpoint of experience. 
It is rather surprising frtHn the experience of most of us with silver 
as a therapeutic agent that it should have any influence in puerperal 
septicemia, and I confess that unless the evidence were very strong 
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the remedy would not impress itself favorably upon me. I should 
think it would be a harmless agent if it were not used too long. I 
fancy that in this particular case, while Dr. Talley used the ointment 
he made use also of the other approved methods for puerperal sepsis. 
I have seen a great many cases of puerperal sepsis and there is no 
doubt but that the majority end in recovery, particularly if the patient 
is well stimulated with alcc^cd and strychnia and well nursed. It 
would require a large series of cases with the use of the Crede ointment 
to make me believe that it had any very large influence in the results 
that might be obtained under the treatment. 

Dr. Stricker Coles : I have never used the Crede silver ointment, 
although I have seen the reports and had decided to use the ointment. 
The reports from abroad are in its favor. I do not see that it would 
do any harm, and I think I would use it if I saw a case of sepsis. I 
have been sufficiently fortunate not to have had a case of puerperal 
septicaemia for some time, nor to have seen a case recently in the 
jH'actice of my friends. All that I have used in such cases have been 
whiskey and strychnia, good nursing and sponging. One occurred 
in my own practice eight years ago, the other cases in the practice of 
others. I have never lost a case and have been well satisfied with the 
treatment employed. 

Dr. WiLMER Krusen : It is very obvious to all of us that the 
treatment of puerperal septicaemia is often very unsatisfactory. If 
we can find localized abscesses or conditions that we can deal with, 
then the surgeon is perfectly at home. In a generally septic condition 
we welcome any means whatever that will aid our patient. If there 
is to be any progress in this line of work it must be by experimentation. 
Dr. Talley has, I believe, reported the first case ever brought before 
this Society in which Crede's ointment has been used. He is justified 
in making the experiment and in reporting the case, and should not I 
think, be sat down upon so hard by our conferes. As a young man 
I have sympathy for other young men in their efforts to find anything 
new in therapeutics or surgery. I have never used Crede's ointment, 
but if I should have a case in the condition of Dr. Talley's, I would, 
in addition to the other known methods, employ the ointment to see 
if anything could be gained by it. I think we are often compelled to 
try anything which has given good results under other circumstances 
in the hope that some benefit may be derived' therefrom. 

Our distinguished German brothers, whom Dr. Baldy does not 
believe report statistics accurately, or truthfully, have nevertheless 
given us valuable suggestions. 
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Nociing has been said in this discussion of the use of the anti- 
streptococcic serum. I have had no experience in the use of Crede 
ointment, but I have had some experience in the treatment of puerperal 
septicaemia by this serum, and I should like to speak of this treatment, 
if it is in order. 

The President stated that the discussion of anti-streptococcic 
serum was not in order. 

Dr. William S. Stewart : I was not here in time to hear the 
paper read. I have never used the ointment. I think, however, that 
I treat septicaemia differently from what some of the other members 
do. 

Dr, John C. DaCosta: i would like to ask Dr. Talley whether 
the Crede ointment has been found as satisfactory as the old-fashioned 
blue ointment which has been used in this condition. 

Dr. F. W. Talley : I wish to thank the gentlemen for their very 
kind discussion of the paper, particularly Dr. Baldy. I am thankful 
not to have had the large number of cases of puerperal septicaemia of 
which Dr. Baldy speaks from which to draw my conclusions. I would 
say, however, that the symptoms in the case reported impressed me 
as the symptoms of so sudden and severe a poisoning with the septic 
poison as to be fatal. The typhoid tongue, the relaxed bowels, the 
tympanitic abdomen, the high temperature, the sweats and chills 
indicated to me a severe and probably fatal dose of the septic poison. 
It is true that the woman had been treated with stimulants and calomel, 
but the sudden relief of her symptoms after the inunction of Crede's 
ointment led me to believe it to be a strong factor in her recovery. 
Not only that, but after the fifteenth day of her treatment, when the 
inunction was discontinued, the temperature again rose and remained 
high until five days later, when the inunctions were resumed. The 
temperature again fell to normal and continued so. This would in- 
dicate the fact that the ointment was potent in neutralizing the septic 
poison. 

Crede advises, in the use of the ointment, the abandoning of all 
other treatment and depends entirely upon the inunctions. 

With regard to the treatment of puerperal fever with mercurial 
ointment I have had no experience and therefore cannot answer Dr. 
DaCosta's question. 

Dr. John C. DaCosta; I have now under treatment a case of 
puerperal septicaemia which agrees almost identically with the case 
of Dr. Talley. Some mischief had been done by a so-called homeo- 
|)alhic physician before the patient fell into my hands. The tempera- 



Digilized by Google 



14^ The Philadelphia Obstetrical Society. 



ture was 105, which gradually fell to 100 in five days under the treat- 
ment of mercurial ointment. When the ointment was stopped the 
temperature again arose as in the case of Dr. Talley. This caused me 
to inquire whether in his opinion the silver ointment was any more 
valuable than the n 



Exhibition of Specimens of the Uterus and Ovaries. ■' 

Dr. J. M. Baldy : The specimens are interesting from the fact 
that the condition of the ovaries was the cause of the adhesions which 
were present throughout. The pathological report was made by Dr. 
Flexner : 

Pathologist's Report. 

The specimen consists of uterus, tubes and ovaries. The uterus 
has been amputated above the cervix and the mucous membrane 
which is exposed, about one-half the body having been cut away, ap- 
pears normal. 

There are numerous old adhesions over the fundus of the uterus 
as the muscular vrall is shown at this part. 

The right Fallopian tube is of normal size for a distance of 4 
centimeters when it becomes thickened. The thickened portion ex- 
tending about 4 centimeters. On section the membrane l)ecomes everted 
so that the placie protrudes. The fimbriated extremity is free. The 
right ovary is enlarged 55^x2x3^ centimeters. The surface is whitish 
and opaque and shows numerous large granular projections. On 
incision there is a distinct cortical layer, densely fibrous, 5.7 milli- 
meters in thickness and a somewhat indefinite, vascular, medullary 
partition 2^2x^/2 centimeters in extent. Between the two there are 
occasional cysts, some of which are pigmented with blood. The lefl 
Fallopian tube is enlarged throughout, the size of a lead pencil and is 
closely bound to the ovary and sparing by adhesions to surrounding 
tissues. On section there is no protection of mucous memberane seen 
on the other side. The ovary measures 3>^x2>2 centimeters and 
shows fibrous and granular exteriorly and on section shows several 
cysts as well as corpora lutea. 

I presumed that the ovaries had undergone calcareous degenera- 
tion. There was an enormous thickness of the cortical layer which was 
adherent to the ovaries. It is the highest character of that grade of 
change which has ever passed through my hands or which I have seen 
in the hands of any one else. 
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Another specimen is that of a uterus taken from a woman weigh- 
ing 300 pounds. The condition was that of adeno-carcinoma of the 
fundus. From the thickness of the abdominal walls I was in doubt 
whether to pronounce the diognosis that of myoma or cancer. I took 
the midway ground of saying that possibly both were present. 

r made the operation by the amputation method, intending to 
remove the lower end of the cervix if the disease had extended thus 
far. The woman had organic disease with intermittent pulse. There 
were hyaline casts and albumin in the urine and you may know that 
I approached the operation with some anxiety. The woman, how- 
ever, had come two or three hundred miles. The operation offered 
the only chance to live. She died, however, from suppression of 
urine. 

The specimen shows that the disease ends where the mucous mem- 
brane of the uterus ends. 

A third specimen is that removed at the Polyclinic Hospital. The 
case was brought into my clinic for operation for ovarian cyst, with 
the probability of complication of fibroids. It was very clear that 
the diagnosis had been hurriedly made, because when the patient was 
on the table there appeared to be only a cystic abdomen. From the 
anterior portion, however, there was discovered a hard part. This 
proved to be the carcinomatous uterus which was low down and 
nodular. I removed the ovaries, tubes and uterus, retaining the 
specimen intact. 

The fluid of the first cyst was clear ; that of the second was of the 
coffee ground character. The cyst wall is much thicker than was 
anticipated. The uterus is filled with nodules which I took to be 
carcinomatous. 

Under the circumstances the chances are that there will be a return. 
The mass was adherent to everything but the intestine. 

Discussion. 

Dr. C. P. Noble: The last specimen emphasizes a point which 
has been made so many times, the wisdom of removing tumors from 
the pelvis as early as possible. Had this tumor been removed early 
the chances that the patient would have recovered would have been 
much greater than they are. There is no doubt that a large percentage 
of ovarian tumors are malignant and the longer they grow the greater 
the percentage of malignancy. I had the matter brought to my atten- 
tion in a case operated on some six or eight years ago. The patient 
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had a suppurating intraligamentary cyst extending betwen the vagina 
and rectum almost to the anus, in which the sac was peeled out. 
The patient returned with a large carcinoma filling the pelvis. The 
intraligamentary tumors are more often malignant than the others, 
I think the profession in general is not sufficiently familiar with this 
fact with regard to ovarian tumors and it is, therefore, well worth 
while to emphasize it. 

Dr. J. M. Baldy : The subject of puerperal septicsemia brings to 
my mind a very important consideration in this connection. Dr. 
Talley remarked in closing the discussion that he had not as many 
cases of this condition as came under my care. I have seen from six 
to seven cases in one hospital ward alone. There occurs very fre- 
quently large epidemics of puerperal septicemia following criminal 
abortions. Large numbers of the cases are unmarried, others are 
young married \vomen who do not want the care of children. One 
case recently entered the hospital with four bougies in a four months" 
pregnant uterus. She declared she did not know how they got there. 

After all that has been said in this town on this subject it seems 
outrageous that the medical profession are incapable of keeping down 
puerperal scptica;mia to a resoectable level and I don't presume that 
this town is worse than any other. We hear much of the treatment 
of pulmonary tuberculosis and contagious diseases but puerperal 
septicaemia seems to be ignored. Those of us who see numerous cases 
know that there are also numerous cases that we do not see. M^any 
get over the acute attack, but come to us subsequently for the so-called 
pus tubes. 

Dr. John C. DaCosta: I think a great number of the cases of 
puerperal septicaemia are due to the infamous action of abortionists, 
some of whom do rot hesitate to advertize their business in the papers. 
Dirty instruments are often used and I have had brought to me in 
the hospital service cases in which crochet needles and umbrella ribs 
have been employed, and sometimes a hole punched through the top 
of the uterus. In spite of this the women have gotten well. 

Report of Clinical Cases. 

Dr. C. P. Noble : I had a case of nephrectomy some two weeks 
ago which had some points of interest. The man had been admitted 
to the hospital for strangulated hernia, which was operated on. Some 
two weeks later he developed fever. A mass was found in the right 
side of the belly. His pulse was 140; temperature about 
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102. There was intermittent pus in the urine, and a mass filling the 
right half of the upper abdomen and pushing the liver up to such an 
extent that dullness extended to the nipple line. It extended down- 
ward almost to the pelvis. I did nephrectomy by a posterior incision 
and found that the kidney was disintegrated and contained at least 
three pints of pus. The man made a good recovery, although he 
was prostrated at the end of the operation. 

An interesting point in connection with the operation was the 
difficulty of examining the large mass. This was so great that I 
shelled out checollapsing kidney much as we take out pus tubes with 
the fingers. Every part of the kidney was detached except the upper 
end which was in relation to the liver. Eventually it was all tied 
off except what seemed to be a fibrous band. This I was tempted 
to cut off, but the bump of precaution made me put forceps on it. 
I transfixed it to ligate it. There was through this abundant bleed- 
ing, showing that we had to deal with a large vessel. Just at this 
moment as one's mind was fixed upon the fact that we had tied the 
renal vessels the only large vein we could think of was the portal 
vein. Evidently it was an anomalous vessel, probably a renal vessel 
entering at an unusually high point. 

The case is also of interest in showing how with a posterior 
incision you can deal satisfactorily with a large kidney mass. This 
case is my eleventh nephrectomy, all of which made good recoveries. 

OfRcial Transactions. 

Frank W. Talley, Secretary. 



Digitized by Google 



Digitized b, Google 



Abdominal Surgery. The Consideration of the Methods of Hsenio- 
tasis in. (Montgomery) 



A Case of Tubal Pregnancy in Which Tubal Abortion was com- 
A Case of Tubal Pregnancy in which Tubal Abortion was com- 
pleted and the Tube and Ovary of the Affected Side pre- 
served, the Other Overy kai-ing been destroyed by 
Advanced Cystic Degeneration, rendering Removal Neces- 
sary 36 

The Relative Advantage of Vaginal and Abdominal Section: 

An Illustrative Case 19 

Baldy, J. M. 

Exhibition of Specimens, of the Uterus and Ovaries 146 

Bhyea, H. D. 

Report of a Case of Carcinoma of the Uterxis: Exhibition of 

Specimen 139 

Boyd, George M. 
Some Remarks on Casarean Section with Report of a Case for 

the Relative Indications 134 

Case of Tubal Pregnancy in Which Tubal Abortion was completed 
and the Tube and Ovary of the Affected Side preserved, 
the Other Ovarj' having been destroyed by Advanced Cys- 
tic Degeneration, rendering Removal Necessary. (Baer).. 36 



Digitized by Google 



ii . Index. 

Clark, John G. 
Sarcoma of the Uterus associated with Fibroma of the Round 

Ligament-— Report of An Unique Case 28 

Consideration of the Methods of Hxmostasis in Abdominal Sur- 
gery, The. Montgomery. 4. (Discussion) . . '. 13 



DowNES, Andrew J. 
Left Lumbar Nephro-Hxation and Abdominal Myomectomy in 

One Sitting, ivith Report of Case 51 

Spinal Aniesthesia in Cases strongly Contra-indicating General 

Anaesthesia: A Report of Five Cases 113 

Umbilical Hernia with Ovarian Cyst 70 

Exhibition of Specimens of the Uterus and Ovaries. (Baldy) . , . 146 

HammonDj L. J. 
Pyosalpinx empties through Uterus 64 

HuNNER, Guy L. 

The Streptococcus in Gyntrcology 103 



Krusen, Wilmer. 

Organotherapy in Gynacology 75 

Faricose Veins of the Vulva complicating Pregnancy; Dermoid 

Cysts I 

Left Lumbar Kephro-fixation and Abdominal Myomectomy in 
One Sitting, with Report of Case. Downes. 5. (Dis- 
cussion ) > 58 

MONTGOMKRY, E. E. 

The Consideration of the Methods of Hcemostasis in Abdom- 
inal Surgery 4 



Digitized by Google 



Index. iii 

The Operative Treatment of Cancer of the Uterus S4 

Multiple Sinus«s in the Perinaeum resulting from Infection, and 

the Failure to remove Sutures. Noble. 62. (Discussion) 70 

Noble, Charles P. 
•Multiple Sinuses in the Perintrum resulting from Infection and 

the Failure to remoi-e Sutures , 62 

Peh-ic Abscess resulting from Attempted Abortion in an Unim- 

prcgnated IVoman 63 

Proclorrhapy: The Suspension of the Rectus for the Cure of 

Intractable Prolapse and Inversion of That Organ 47 

Report of Clinical Cases 148 

Operative Treatment of Cancer of the Uterus, The. Montgomery 

84. ( Discussion ) 98 

Organotherapy in Gynaecol ogj-. Krusen. 75. (Discussion) .... 88 
Pelvic Abscess* resulting from Attempted Aborticm in an Unim- 

pregnated Woman. Noble. 63. (Discussion) 70 

Pregnancy, Varicose Veins of the Vulva complicating; Dermoid 

Cysts. (Krusen) I 

Proctorrhaphy: The Suspension of the Rectum for the Cure of 
Intractable Prolapse and Inversion of That Organ. Noble. 

47. ( Discussion ) 56 

Puerperal Septicemia treated with Ungiientum Crede. (Talley). 141 

Pyosalpinx empties through Uterus. (L. J. Hammond) 64 

Relative Advantage of Vaginal and Abdominal Section. The: 

An Illustrative Case. Ifaer. 19. (Discussion) 31 

Report of a Case of Carcinoma of the Uterus : Exhibition of Speci- 
men. ( Beyea ) 1 39 

Report of Clinical Cases. (Noble) 148 

Report of Interesting Cases. Talley. 23. (Discussion) 38 

Sarcoma of the Uterus" associated with Fibroma of tVi" D^imd 
Ligament — Report of an Unique Case. Clark, 28. (Dis- 
cussion ) 38 



Digitized by Google 



iv Index. 

Some Remarks on Cassarean Section with Report of a Case for 

the Relative Indications. Boyd. 134. (Discussion) 137 

Spinal Anaesthesia in Cases strongly contra-indicating General 
Anxsthesia: A Report of Five Cases. Downes. 113. (Dis- 
cussion) 133 

Streptococcus in Gynaecology, The, Hunner. 103, (Discussion) 125 

Talley, Frank W. 

Puerperal Seplicamia treated with Unguenlum Crede 141 

Report of Interesting Cases 23 

Treatment of Inflammatory Diseases of the Uterus by Irriga- 
tion 44 

Treatment of Inflammatory Diseases of the Uterus by Irriga- 
tion. Talley. 44. (Discussion) 55 

Umbilical Hernia with Ovarian Cyst. (Downes) 70 

Varicose Veins of the Vulva complicating Pregancy; Dermoid 

Cysts. Knisen. i. (Discussion) 8 



Digitized by Google 



Digitized b, Google 



Digitized b, Google 



Digitized b, Google 



Digitized b, Google 



_HC ItfiT 1 



2.? 



n aitized b, GoOt^lc 



Digitized b, Google 



